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HUMAN BITE INFECTIONS OF THE HAND* 


BY CLAUDE E. WELCH, M.D.t 


UMAN bites of the hand are relatively un 
H common, but frequently cause fulminant 
and dangerous infections. The rarity of such 
a type of sepsis may account for the scant con- 
sideration it has received in medical literature. 
For this reason, and because early diagnosis and 
proper treatment are so important, it seems 
worth while to report the cases observed in the 
Massachusetts General Hospital during the last 
eleven years. 

Historical summary. The course of human 
bite infections of the hand determined from a 
study of 13 cases and from experimental injec- 
tions has been described very clearly by Mason 
and Koeh.'t These authors emphasized the per- 
sistent nature of the infections, and advocated 
immediate careful cleaning of the wound fol- 
lowed by the application of large, wet packs. 
The only other comprehensive contribution in 
the literature was made by Bates,’ who re- 
ported 130 eases from Philadelphia. All of the 
bites were successfully treated by electrocautery 
excision soon after injury. Flick* reported six 
eases, all of which had Vincent’s organisms in 
the infected wounds. A few other recent cases 
have been described by several other authors, 
including Hudaesek,® Frankenthal.° Dimtza,* 
Colby, and Bower.? There are still, however, 
very few papers on this subject in the literature, 
and the method of treatment is far from stand- 
ardized. 


Incidence. The frequency of human bites of 
the hand cannot be estimated, but it is certain- 
ly much greater than that indicated by the 
sparsity of ease reports. Undoubtedly many 
small lacerations and inconsequential infections 
are caused by bites and rarely reach’ a hospital. 
On the other hand, all serious infections require 
hospital care. In a search of the house records 
of the Massachusetts General Hospital during 
this eleven-year period, 18 cases of human bite 
infection of the hand were discovered. They 
comprised about 1 per cent of the eases of in- 
fections of the hand admitted to the hospital 
wards for treatment. 
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Clinical course. clinical course is re- 
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markably constant in most of these cases. Typ- 
ically a young man strikes another in the mouth 
with his closed fist. The impact of the tooth 
produces a laceration over the knuckles of the 
index or middle fingers. The laceration is tiny, 
but deep, frequently penetrating the extensor 
tendon, and usually entering the joint. The pa- 
tient notes little discomfort for 6 to 12 hours. 
Then the dorsum of the finger and hand swells, 
and a dusky red color appears. Soon a thin, 
gray, malodorous discharge begins to run from 
the wound. Pain on movement of the finger 
indicates the progression of a septic arthritis. 
At this time mercurochrome or iodine is usu- 
ally applied to the wound and soaks are insti- 
tuted without relief. The patient develops mod- 
erate fever and malaise, and finally appears in 
the hospital 3 to 4 days after his injury. 

At this time the whole dorsum of the hand is 
found to be swollen and red. Pus, similar in 
cdor to that of a lung abscess, exudes from the 
laceration on pressure either about the knuckle 
or on the anterior surface of the metacarpo- 
phalangeal joint. Motion of this joint is re- 
stricted and painful. No extension of sepsis is 
found distally along the finger, nor is there 


any indication of infection on the volar sur- 
face. Lymphangitis is not usual, but may be 


present. There is a temperature of 100-102 de- 
erees, and the patient complains of chilliness 
and headache. The white cell count is variable 
but may be as high as 25,000. An x-ray of the 
finger at this time is negative. 

Smears and cultures of the pus are taken. Op- 
eration is then performed on the same day, pro- 
vided it is not contraindicated by extensive 
lymphangitis. Afterward the hand is elevated 
on a pillow and splinted. Hot packs are ap- 
plied. The temperature soon drops to normal. 
In favorable cases the purulent discharge grad- 
ually diminishes and finally the incision closes 
by secondary intention in 2 to 3 weeks. Very 
commonly, however, about a week after the in- 
itial drainage, the amount of pus increases, and 
the temperature begins to rise slightly. An 
x-ray shows arthritis with osteomyelitis of the 
proximal phalanx and of the head of the meta- 
carpal. Further drainage of the joint may re- 
sult in improvement, but usually amputation of 
the finger and head of the metacarpal will be 
required. 
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The essential features of the human bite in- 
fections are, then, the location of the laceration, 
the character of the pus, and the tendency to 
involve joint and bone. The various details will 
now be considered. 


Site of injury. All cases, except two, received 
the typical type of injury. These two received 
bites near the tips of their fingers. The bites 
were equally distributed on both hands. In one 
ease the injury was on the fifth knuckle, and in 
one on the fourth, but in all the others the 
index or middle knuckles were involved. 


Early treatment. 
failure of treatment must be judged by the 
necessity of amputation of a finger, since no 
sepsis extended beyond the wrist. By this eri- 
terion, early adequate treatment is extremely 
important. Nearly all cases had some antiseptic 
applied soon after injury. One laceration was 
sutured shortly afterward; amputation was re- 
quired later. Three other cases were seen by 
physicians and given treatment that later proved 
to be inadequate; two of these fingers finally 
had to be amputated. 

Unfortunately we received only three cases 
within 12 hours after injury. Two of them 
had rapid and satisfactory healing after dia- 
thermy excision, and the third after cauteriza- 
tion with nitric acid. After the first 24 hours 
the virulence of the infection assumes the most 
important role and no constant relation between 
the delay and result is apparent. Amputations 
were necessary in two cases that delayed only 
24 hours. 


Bacteriology. The type of infecting organ- 
ism is the most important prognostic consider- 
ation. Smears should always be made since 
spirochetes and fusiform bacilli grow poorly in 
culture. Both aerobic and anaerobic cultures 
are indicated. A multiplicity of organisms is 
the rule. Most common is Streptococcus viri- 
dans. Staphylococcus aureus is also common. 
Hemolytic streptococci are occasionally found in 
pure culture. Diphtheroids are frequent, but 
of no significance. 

The prognosis is worst if spirochetes and fusi- 
form bacilli are frequent in the smear. Fortu- 
nately they usually are not abundant and often 
are absent. Three of our cases showed spiro- 
chetes, and two of this group required amputa- 
tion. Since smears were not made in all cases 
it is likely that several infections in which only 
a few Vincent’s organisms were present were 
not included. Three of our cases from which 
Staphylococcus aureus was recovered came to 
amputation, while in the other three cases with 
this organism it was not necessary. The non- 
hemolytie streptococcus is definitely more benign 
in this location, since out of the six cases in 
which it was found, and Staphylococcus aureus 


In this series of cases the. 


was absent, there was only one amputation. Twe 
eases had hemolytic streptococci; amputation 
was necessary in one. 


Treatment. The type of treatment to be em. 
ployed depends upon the location and depth of 
the laceration and degree of infection. If it is 
absolutely certain that the wound does not ex. 
tend through the skin, immediate, thorough eau- 
terization with nitric acid is the treatment of 
choice (Case 1). If the depth of the laceration 
cannot be determined definitely, if it overlies a 
knuckle, extends through the skin, or is not seen 
immediately after injury, either excision with 
the electrocautery or surgical drainage is indi- 
cated. 

The electrocautery should be reserved for 
comparatively early cases without much sur- 
rounding cellulitis. Approximately 0.5 to 1.0 
em. of tissue surrounding the laceration must 
be excised. If the wound extends through the 
extensor tendon, the ragged edges must be cau- 
terized. Evidence of penetration through the 
joint capsule demands a wide incision. The 
cautery was used in four cases; one finger had 
to be amputated later. 

Other cases, grossly infected and neglected, 
usually appearing in the hospital 2 days or 
more after injury, must be treated by radical 
incision and drainage. 

The surgical pathology is remarkably uniform 
in these eases. The laceration is usually found 
on the radial side of the extensor tendon, or 
perhaps has severed a few of its fibers. A small 
opening into the joint capsule must be looked 
for carefully. If none is present the infection is 
simply one of the subcutaneous and subtendi- 
nous spaces of the dorsum of the hand, and is 
usually rapidly relieved. If the capsule of the 
joint has been opened, the problem is essentially 
that of a septic arthritis. The finger will be 
saved only in case adequate drainage is estab- 
lished. The capsule should therefore be opened 
widely. The extensor tendon is retracted medi- 
ally while this is done. Later it is almost cer- 
tain to fall back into position and prohibit ade- 
quate drainage. For this reason we believe it 
is wise in the more severe cases to incise both 
adjacent web spaces, cut the lateral ligaments 
of the metacarpophalangeal joint, and open the 
capsule widely laterally. The drainage is done 
with a tourniquet on the arm. Operation must 
be radical rather than conservative. The inci- 
sions should either be left wide open or packed 
very loosely with boric gauze. A thick boric 
plug should not be employed since it promotes 
anaerobiasis. 

A few cases appear in the hospital many days 
after the original injury with lymphangitis or 
lymphadenitis; large hot wet packs are used if 
the local lesion has practically healed. 





Complications. Complications are frequent 
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and all are due to insufficient drainage of the 
joint eavity. There is rapid involvement of 
tle heads of the metacarpal and proximal pha- 
lanx. The distended synovial membrane rup- 
tures laterally into the web spaces. Less common, 
but far more serious, is anterior rupture into the 
tendon sheath of the flexor tendons. This oe- 
curred in only one of our cases (case 9). In oe- 
casional instances infection may be earried by 
way of the lumbrical canals into the thenar or 
midpalmar spaces. This complication was also 
found in only one ease in our series, an infec- 
tion of the thenar space (case 11). 

Inadequately drained cases apparently 
progress satisfactorily for about a week. Then 
the temperature begins to rise in the afternoon 
to 99 or 100 degrees. The white blood count is 
usually not elevated at this time, and it is not 
to be relied upon as an indication of the status 
of the infection. Coincidentally with the temper- 
ature rise there is an increased amount of drain- 
age. At this time the incision has nearly closed 
with granulation tissue. Pressure on the an- 
terior surface of the joint produces a free flow 
of pus posteriorly. The characteristic bone in- 
volvement becomes apparent by x-ray about the 
tenth day. Extension into the web spaces is 
indicated by local swelling and by the discharge 
of pus posteriorly on pressure in these locations. 
Incisions of the web spaces should be made and 
the capsule of the joint opened laterally if 
marked improvement is not apparent a week 
after the initial operation. 

Involvement of the flexor tendon sheath 
usually arises from anterior perforation of the 
joint capsule, but may follow anterior discharge 
from an osteomyelitic focus. Because of pre- 
vious edema and immobility of the finger its 
pressure is difficult to determine. The most con- 
stant signs are diffuse swelling of the finger and 
tenderness on pressure over the tendon sheath. 
Exploration of the sheath should be delayed 
until diagnosis is certain but once certain, the 
finger should be amputated. This radical treat- 
ment is indicated because of the nature of the 
infection. There is so much destruction of tis- 
sue that, even if healing were obtained, the finger 
would be stiff and useless. Furthermore, the 
danger of proximal extension from an infected 
sheath is so great that amputation of the finger 
should be done to prevent infection of the pal- 
mar spaces. 

If amputation is necessary the site of election 
is just proximal to the head of the metacarpal, 
for retained cartilage is always infected and 
rarely heals spontaneously. The head must also 
be removed because it is nearly always involved 
in osteomyelitis. Occasionally the entire meta- 
carpal will sequestrate (case 9). Definite evi- 
dence of osteomyelitis, either by x-ray or in the 
amputated specimen, was present in seven of our 








cases. Infections of the thenar and midpalmar 
spaces are incised according to Kanavel’s 
method. None of the patients in this clinic 


have had sepsis extend beyond the wrist. 

In the Massachusetts General series, 15 of the 
18 cases had surgery performed. One was cau- 
terized with nitric acid. Two subsided with 
poultices. One had an incision of an axillary 
abseess. Of the 14 cases remaining, 9 were suc- 
cessfully controlled by one operation; of these 
one was a primary amputation. The other 5 
cases required amputation of a finger at a sec- 
ondary operation. One patient had 6 opera- 
tions, ending with the removal of an entire 
metacarpal. 


Adjuvant treatment. Postoperatively the hand 
should be splinted and elevated on a pillow 
with the dorsum directed downward. Drainage 
of the joint space by gravity is promoted in this 
manner. While protracted soaking is to be 
avoided, in most cases short soaks every 2 hours 
can be continued for 2 days with great benefit. 
After that time frequent irrigations should be 
substituted. The most potent solutions to be 
employed should theoretically contain oxidizing 
substances. Potassium permanganate (1/1000 
solution), hydrogen peroxide, or saturated so- 
dium perborate solution is satisfactory. Zine 
peroxide is of no value because it tends to ob- 
struct drainage from the joint. Dakin’s irriga- 
tions are usually tolerated poorly in the more 
acute stages of the infection. 

Intravenous arsphenamine has been given to 
5 eases. It was usually given on the day fol- 
lowing the initial operation. Three had only 
one dose, one had 2, one 3. Of this group, 4 
cases required amputation. It seems highly im- 
probable, therefore, that arsphenamine is of any 
value. We have not employed arsenicals to ir- 
rigate the wounds; this has been done by Flick,’ 
whose case did not seem to be influenced by their 
application. 

The possibility of a syphilitic infection from 
the bite should be considered and blood for a 
Wassermann taken before the patient is dis- 
charged from the hospital. This complication 
has not been noted in our eases, although in- 
stances have been reported by Lyons, and Maz- 
zini.'? 

Hospital stay. The average length of stay in 
the hospital was 15 days. The shortest was 3 
days, the longest 8 weeks. 


Discussion. The correlation of several small 
series of case reports is difficult, but can be 
made most simply if they are classified accord- 
ing to the length of delay before hospital care 
is instituted. By this criterion it is possible 
arbitrarily to divide them into early cases, 
treated immediately after injury, delayed, seen 
from 12 hours to a week afterward, and iate 
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TABLE 1 


EaArLyY CASES 











Result 

















Author Time to Entry Bacteriology 
Flick (1) At once Vincent’s Osteomyelitis; patient left. 
és (2) - Disarticulation, distal phalanx. 
(4) a a Healed. 
Bower x ‘3 sa 
Dimtza s Strep.; Staph. Amputation, upper arm. 
Mason (3) B. vulgaris Flail finger. 
(10) os ~ Stiff finger. 
Welch (1) 5 — Healed. 
“ (2) “ — oe 
(3) re Strep. viridans “ 









Nore: The nambers refer to individual patients. 












TABLE 2 


DELAYED CASES 














Author Time to Entry Bacteriology Result 
































Flick (3) 2 days Vincent’s Amputation, hand. 
(5) ay oP “ Disarticulation, distal phalanx; 
amputation advised. 
(6) > * fe Died, extensive sepsis. 
Frankenthal 4 Staph.; Strep. Amputation, finger. 
Dimtza 3 — Stiff finger. 
=: 5 Strep. Died, extensive sepsis. 
Mason (7) 3 Vincent's; Staph. Healed. 
(8) 7 Strep. hem.; Staph. Stiff metacarpophalangeal joint. 
(9) 4 — Amputation, upper arm. 
(12) 3 — Flail finger. 
(13) es Strep. hem; Chronic septic arthritis. 
gram — bacillus 
Welch (4) 1 Strep. viridans; Amputation, finger. 
gram + bacillus 
(5) 1 ‘ Nonhem. strep. Amputation, finger. 
(6) a Strep. viridans; Healed. 
gram — bacillus 
(7) as Strep. hem. 
(8) = amie Vincent's; Staph. os 
(9) eT = cde Amputation, finger and metacarpal. 
Strep. hem. 
(10) 7 Staph. albus; Healed. 
Nonhem. strep. 
(11) es Staph. aureus; Amputation, finger. 
B. proteus 
(12) mP Staph. aureus Healed. 
(13) » = Nonhem. strep. is 
Peters 2 Vincent’s ij 
Hultgen as =f 
Fuller ss Amputation, finger. 








Author 





Time to Entry 





TABLE 3 
LATE CASES 


Bacteriology 


Result 





























Mason (1) 
“ (2) 
(4) 

(5) 

(6) 

(11) 


(14) 
(15) 
(16) 
(17) 
(18) 


Welch 


Pilot 
Hennessy 


weeks 
months 
days 
month 
weeks 


days 


“ec 


weeks 


Vincent's 
oe * cocci: 
bacilli 
Staph. aureus 
Nonhem. strep. 
Vincent's 


Vincent’s 


““ 





Healed. 


‘ 
& 


“ 


Good function; 
Healed. 


Patient left with osteo. 


Healed. 
Amputation, finger. 
Amputation, finger. 
Healed. 


recurrent sepsis. 


Amputation, distal phalanx. 


Amputation, thumb. 
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cases, that appear after a longer interval than 
one week. The data thus obtained are sum- 
marized in tables 1, 2, and 3. 


There were ten cases treated immediately 
after injury. The bad results in this group 


are due, in general, to treatment now consid- 
ered to be incorrect.  Dimtza’s* patient had 
uumediate excision of the laceration followed 
hy iodine, suture, and anaerobic serum; sepsis 
developed, requiring disarticulation of the finger, 
and, later, upper arm amputation. One of Ma- 
son and Koch’s' patients also had immediate 
suture when he stated falsely that he had cut 
lis hand on a piece of tin; he left the hospi- 
tal with a flail finger. Another had hot packs 
for 2 days before incision was done, and de- 


veloped a stiff finger. The only other amputa- 
tion in this group could not have been avoided. 


It is in the group of delayed cases that the 
disease is so severe. Of the 24 cases there were 
2? deaths and, in addition, 7 amputations. Only 
7 cases healed without deformity. 

In the group of late cases are included 
less virulent infections since the patients 
hospitalized for the persistence rather than 
severity of the infection. 


the 
are 
the 
There were 13. pa- 


tients, of whom 4 had finger amputations. No 
deaths occurred. 
Unfortunately it is impossible to include 


1 


Bates’? series in this list, because the details 
are not given in his paper. However, of 130 
cases Which he has treated by cautery excision, 
some as late as the third or fourth day, he has 
had to amputate fingers only twice. In none of 
his cases studied by smear or culture were Vin- 
cent’s organisms found. The importance of 
the use of the cautery is emphasized by the 
comparison of his brilliant results with those 
of other surgeons who have not employed it. 
We are inelined, however, not to use the cautery 
in every ease, as he advises, for many patients 
appear with such extensive sepsis that any at- 
tempt to excise all the infected tissue would re- 
quire too great a destruction of tissue. 

In general terms it may be concluded from 
this survey that if human bites are treated 
promptly and correctly, not more than one am- 
putation out of ten cases should be necessary. 
If the patient delays 12 hours or more before 
adequate treatment is instituted, amputation, or, 
rarely, death, is to be expected in a third of the 
cases, and a perfect functional result can be ex- 
pected in only a third of the group. A delay 
of over a week is associated with a lower viru- 
lence, and in this series, with amputation in a 
third of the group, but with no deaths. 


CONCLUSIONS 


(1 


A series of 18 cases of human bite infee- 
tions of the hand from the Massachusetts 
General Hospital is presented. 











2) The important clinical features of such 
an injury are the peculiar type of lacera- 
tion and the foul infection with early in- 
volvement of joints and bones. 


Many types of bacteria are usually pre- 
sent; the most dangerous are the anaerobic 
Vineent’s organisms. 


The important factors in determination of 
prognosis are (1) the presence of infection 
within the joint; (2) the type of infecting 
organism; and, (3), the length of time be- 
fore surgery is employed. 


In this series secondary operations were 
necessary in 5 out of 15 operative cases. 
There were 6 amputations of fingers. 


Neoarsphenamine appears to be of no value 
in treatment. 


Diathermy excision of the laceration is ad- 
vocated in early cases. Primary suture is 
exceedingly dangerous. 

(8) From a review of all reported cases it ap- 
pears that about one case out of ten will 
require amputation of a finger if treated 
within 12 hours; if surgery is delayed 
from 1 to 7 days, amputation will be neces- 
sary in one out of three cases, while an 
additional third will retain a stiff or flail 
finger. — 

CASE REPORTS 


I. Earty Cases 


(1) E. W. No. 3042. F. R. This bartender entered 
the Emergency Ward immediately after he stuck a 
finger in a drunken man’s mouth and was bitten. 
The bite removed a small area of skin near the 
tip of his left middle finger. A second small lac- 
eration did not extend through the skin. The wounds 
were cauterized with nitric acid. Healing was rapid 
without infection. 


(2) E. S. No. 325831. M. K. Fifteen minutes 
before entry this 15 year old boy struck a friend 
in the mouth with his fist. He received a cut over 
the right middle knuckle. Electrocautery excision 
of the laceration was done. A rather large tooth 
laceration extended through the extensor tendon. 
This was aiso completely excised leaving a rim of 
tendon. The bacteriologic report was Streptococcus 
viridans and diphtheroids. Postoperatively boric 
soaks were employed for 2 days followed by boric 
packs. 0.15 gm. of neoarsphenamine were given in- 
travenously on the second day. The wound cleaneé 
rapidly, and on the seventh day, secondary suture 
was done. The patient was discharged 3 days there- 


after. Movement of the tendon was normal when 
he was observed later in the Outpatient Depart- 
ment. 

(3) W. S. No. 329968. J. B. A 22 year old man 


entered the hospital with a laceration over the sec- 
ond and third knuckles of his left hand. Shortly 
before entry he had struck a man in the mouth while 
fighting. Cautery excision was done at once, re- 


moving about a quarter of an inch of skin and sub- 
cutaneous tissue from the margins of the wound. 
There seemed to be a puncture into the capsule of 
The patient was 


the joint but it was not opened. 





906 


HUMAN BITE INFECTIONS—WELCH 





N. E. J. OF M. 
NOV. 12, 1926 








discharged in 3 days with a clean granulating wound. 
One month later the patient was last seen in the 
Outpatient Department; at that time the incision 
had nearly closed. 


II. DreLAYED CASES 


(4) E.S. No. 324120. A. L. Twenty hours before 
entry this 13 year old boy cut his right fourth 
knuckle on his brother’s teeth during a fight. Five 
hours later the hand became painful and was 
soaked without relief. On entry he showed a 1 cm. 
wound which discharged thin pus. With the scalpel 
the laceration was explored. It did not extend into 
the joint but could be followed into the third web 
space. This was opened widely. Streptococcus viri- 
dans and a gram-positive bacillus grew on culture. 
Boric packs were given postoperatively. Eight days 
later the white count had dropped from 26,000 to 
10,000 but the temperature continued to rise to 100, 
degrees. The finger was amputated at that time 
just proximal to the head of the metacarpal. The 
specimen showed a chronic osteomyelitis and rough- 
ening of the surfaces of the metacarpophalangeal 
joint. Healing was rapid and the patient was dis- 
charged 10 days later to the Outpatient Department. 
The hand had healed one month later. 

This patient, in view of our later experience, would 
not have lost his finger if the primary incision had 
been with the cautery, and if the joint capsule had 
been opened at once. 


(5) E.S. No. 331262. G. T. This 21 year old man, 
fighting on the night before entry, cut his right mid- 
dle knuckle on the tooth of his adversary. He 
at once soaked his hand in creolin, and applied 
iodine. Shortly afterward he went to a relief sta- 
tion where a_ salve was applied. He _ arrived 
here with a 1.5 ecm. laceration across' the 
knuckle with a_ slight degree of surrounding 
cellulitis. With the diathermy an incision was made. 
The joint space was found to be infected and was 
opened. Micrococcus catarrhalis and nonhemolytic 
streptococcus grew on culture. The purulent dis- 
charged failed to subside. 0.45 gm. of neoarsphenam- 
ine were given a week after the primary operation. 
Two hourly sodium perborate soaks were employed. 
Eleven days after the first operation a second ex- 
ploration revealed complete separation of the ex- 
tensor tendon and a purulent arthritis. The finger 
was disarticulated. Staphylococcus aureus was ob- 
tained on culture at that time. Improvement was 
rapid. The patient was discharged in 11 days. He 
was seen a month later in the Outpatient Depart- 
ment; at this time the wound had practically healed. 

Failure in this case was due partially to the pa- 
tient’s delay, partially to the fact that the infected 
tract was incised, rather than excised. 


(6) E.S. No. 326806. C. H. This 22 year old girl 
hit her companion in the mouth with her right index 
knuckle 2 days before entry. She was seen in an- 
other hospital the day after she received the lacer- 
ation; soaks were advised. On entry here she pre- 
sented the usual laceration and cellulitis. The 
wound was opened widely and the edges of a ragged 
cut perforating the tendon were excised. No gross 
infection of the joint could be demonstrated so the 
capsule was not opened. Boric acid and sodium 
perborate soaks were given alternately every hour 
for 2 days. On culture Streptococcus viridans and 
a gram-positive bacillus were obtained. Granula- 
tions appeared rapidly. Secondary suture was done 
“es the ninth day and the patient discharged 4 days. 
ater. 


(7) E. S. No. 346564. G. W. This 17 year old 


entry. 
swollen 


Twenty-four hours later the finger became 
and painful. Boric soaks gave no relief. 
He showed, on arrival, a dirty laceration over the 
third knuckle of the right hand with surrounding 
cellulitis. Thin, foul pus was draining from the 
incision. A wide cautery excision was done. The 
extensor tendon had not been injured but the joint 
was infected and was opened widely. Hemolytic 
streptococcus was obtained on culture. He improved, 
gradually and left the hospital with a clean granu- 
lating wound 13 days after entry. Six weeks later 
the wound had closed, and he was discharged from 
the Out Patient Department. 


(8) E. S. No. 328807. J. F. Three days ago, 
engaged in the typical fist fight, this 15 year old pa- 
tient received a cut on the left index knuckle. The 
following morning the finger became red and swol- 
len. Movement of the joint became very painful. 
On entry an incision was made directly over the 
wound. A subcutaneous abscess, laceration of the 
extensor tendon, and tear in the joint capsule were 
found. The opening in the joint capsule was en- 
larged and the wound packed open. Smear of the 
pus revealed spirochetes. Staphylococcus aureus was 
recovered on culture. Hot boric soaks were given 
for 2 days, followed by warm boric dressings. An 
attempt at resuture was made on the ninth postop- 
erative day, but the sutures had to be removed 4 
days later. The patient was discharged on the thir- 
teenth day. 


(9) E. S. No. 349998. W. M. Four days before 
entry this 28 year old man received a tooth lacera- 
tion during a fight over the right middle knuckle. 
Four hours later it became painful. Progressive 
swelling appeared. No relief was obtained from 
various soaks. On examination at arrival he showed 
a dirty laceration with moderate edema of the dor- 
sum of the hand. Thin, yellowish, foul pus oozed 
from the wound. In it a moderate number of spiro- 
chetes were demonstrated on smear. It was con- 
sidered that the area infected was too large to be 
excised, so drainage was done with the scalpel 
rather than the cautery. A large subtendinous 
abscess was found. There was a tear in the joint 
capsule and a septic arthritis. The joint space was 
opened freely and packed lightly. 0.3 gm. of neo- 
arsphenamine were given the next day. A week 
later the temperature remained elevated at 101.5 
degrees, and definite signs of web space infection 
appeared. The second and third spaces were in- 
cised. In another week tenosynovitis developed and 
osteomyelitis of the head of the metacarpal and 
proximal phalanx were seen by x-ray. The finger 
was disarticulated at the metacarpophalangeal joint. 
The entire metacarpal slowly sequestrated and 
finally was removed. Until the last of this bone 
was removed the discharge remained extremely 
foul. Aerobic culture revealed Streptococcus hemo- 
lyticus and Staphylococcus aureus. On anaerobic 
culture there were streptococci, gram-positive and 
negative bacilli. The patient was discharged two 
months after entry. Active physiotherapy was con- 
tinued in the Outpatient Department. Two months 
later the scar had contracted markedly. The pa- 
tient could oppose his thumb to his other fingers and 
had a good hand except for moderate stiffness in 
the metacarpophalangeal joints. 


(10) W.S. No. 351190. S.C. This 21 year old man 
cut his right middle knuckle, in a fight, on his oppo- 
nent’s teeth 7 days before entry. The hand soon be- 
came tender and swollen. On the day after the ac- 
cident, incision and drainage were done by the local 
physician. Despite frequent soaks the finger had 
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incision had nearly healed, but beneath it there was 
localized tenderness and swelling. Partial flexion 
of the finger produced pain. Exploration of the 
finger was done on the same day. An abscess was 
found in the subtendinous space, and a perforation 
through the capsule into a septic joint. The joint 
space was opened widely, both dorsally and laterally 
by incisicns in the web spaces. Dakin’s tubes were 
inserted and irrigations begun on the following day. 
A smear of the pus showed no spirochetes. Staphylo- 
coccus albus, nonhemolytic streptococcus, and diph- 
theroids appeared in culture. The incisions healed 
rapidly. A Thiersch graft was applied on the fifteenth 
day and he was discharged a week later. Two 
months later, motion of the finger was nearly normal. 


(11) E. S. No. 326577. H. D. This 22 year old 
man had acquired a typical laceration 7 days before 
entry. It was treated at once by the local physician 
who sutured the wound and gave antitetanic serum. 
Three days later the sutures were removed because 
of infection. There was, on entry, edema and ten- 
derness surrounding a 2 cm. laceration over the 
left index knuckle. Foul pus drained from it. The 
first web space and thenar space were markedly 
swollen. The hand was drained at once. The thenar 
space was opened by incisions in the first web space 
and in the palm; it contained a large amount of pus. 
A dorsal incision was then made over the infected 
knuckle, and the metacarpophalangeal joint widely 
opened. On culture Staphylococcus aureus and a 
gram-negative spreader (probably Bacillus proteus) 
were obtained. The head of the metacarpal became 
progressively more necrotic and anterior luxation of 
the finger developed. On the tenth day the finger 
was amputated. He improved rapidly and was dis- 
charged on the twenty-third day. The hand had 
healed when observed in the Outpatient Department 
one month later. 


(12) W. S. No 333286. R. M. This 24 year old 
man cut his right index knuckle when he struck an- 
other man on the teeth 2 days before entry. He 
showed a small area of cellulitis about a laceration. 
Culture produced Staphylococcus aureus. Hot wet 
packs were applied for 6 days. At this time the 
infection had completely subsided. 


(13) W.S. No. 285724. G. H. Six days before en- 
try this 14 year old boy struck another on the teeth 
and cut the skin over his fifth right knuckle. Two 
days later his axillary nodes became swollen. He 
developed a fever and vomited. Physical examina- 
tion showed a laceration over the knuckle, nearly 
healed. A firm, nontender node 4 cm. in diameter 
was palpable in the axilla. There was no lymphan- 
gitis. After poulticing two days the axillary abscess 
was incised and drained. Nonhemolytic streptococ- 
cus was found on culture. Convalescence was de- 
layed by lymphangitis of the upper arm. The pa- 
tient left the hospital 18 days after entry and was 
discharged healed from the Outpatient Department. 


III. LAtTe Cases 


(14) E.S. No. 309515. H. J. This 22 year old Negro 
received a laceration over the left middle knuckle 
when he struck another’s teeth during a fight 8 days 
before entry. Pain and swelling appeared in a few 
hours. He treated himself with iodine, soaks, and 
poultices. There was, on entry, a fluctuant swelling 
over the knuckle. Incision and drainage revealed a 
septic joint. The capsule was marsupialized to the 
skin and a Dakin’s tube inserted. The bacteriologic 
report was Staphylococcus aureus. The patient was 
discharged in 16 days with the joint still draining. 
He reentered 2 weeks later with more profuse drain- 
age. An x-ray showed osteomyelitis of the head of 





the metacarpal. It was decided not to amputate. 
Five days later the discharge had diminished con- 
siderably. He left with his finger in traction, and 
failed to return to the Outpatient Department. 


(15) E.S. No. 325363. J. M. A 24 year old man 10 
days ago struck another in the mouth cutting his 
third left knuckle. Pain and swelling developed 
shortly afterward. The wound began to discharge 
thin foul pus. For 8 days he was treated by various 
doctors with hot soaks and salves. He showed on 
admission to the hospital an area of cellulitis about 
5 cm. in diameter about the cut. The finger was 
swollen, and motion of the metacarpophalangeal 
joint was limited. An incision was made over the 
laceration. The extensor tendon had sloughed away 
entirely, and a rent was found in the joint capsule. 
It was opened widely. Nonhemolytic streptococcus 
was obtained on culture. Improvement was rapid, 
and the patient was discharged in 10 days with the 
wound clean. One month later the incision had 
healed and the patient left the Outpatient Depart- 
ment. 


(16) W.S. No. 310878. M. B. This woman’s epi- 
leptic husband bit her right index finger 13 days 
before entry during a seizure. She received lacera- 
tions both anteriorly and posteriorly just proximal 
to the distal interphalangeal joint. A doctor was 
called at once. He applied mercurochrome and ad- 
vised soaks. Infection was noted a few days after- 
ward. On arrival in the hospital she presented a 
swollen finger and dorsum of the hand. There was 
tenderness over the second lumbrical space. Active 
movements of the finger were impossible and pas- 
sive painful. A smear showed many spirochetes 
and fusiform bacilli. Exploration was done at once. 
The second web space was incised. Pus extended 
distally to the original laceration. The extensor 
tendon had been severed, and the flexor tendon 
sheath was necrotic over the proximal phalanx. 
Three doses of arsphenamine (0.45 gm.) were given 
at weekly intervals. The wound drained profusely, 
discharging necrotic tendon. Nine days later the 
finger was amputated through the midportion of 
the proximal phalanx. Osteomyelitis was present 
in all the phalanges. A small abscess of the stump 
was opened 5 days later. The temperature became 
normal thereafter. Pin-point grafts were applied 
3 weeks later and she was discharged to the Outpa- 
tient Department a month later. Six months later 
her hand was useful except for slight local tender- 
ness over the inner end of the stump. 


(17) W.S. No. 343516. A. K. Three weeks ago 
this 27 year old man was bitten near the tip of his 
right middle finger during a fight. Four days later 
he had incision and drainage in another hospital. 
Thereafter he was treated expectantly. The patient 
entered with osteomyelitis of the two distal pha- 
langes, and marked infection of the soft parts. The 
distal phalanx was dislocated medially. Amputation 
was done through the proximal third of the first 
phalanx. He was discharged 6 days after entry. A 
month later the wound had nearly closed. 


(18) W. S. No. 290131. B. T. This 19 month old 
baby had his hand bitten by a man one and a half 
months before admission. It was treated with oint- 
ments and later by small incisions. Cellulitis appeared 
intermittently until entry. At this time the infec- 
tion covered the dorsum of the hand. It subsided 
rapidly with flaxseed poultices. He was discharged, 
entirely relieved, 6 days later. 
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THE URINARY EXCRETION OF ESTROGENIC AND 


GONADOTROPIC HORMONES DURING MENSTRUAL CYCLES, 


BY GEORGE VAN 8S. SMITH, M.D.,t 
N a previous communication’ we described a 
method for determining the estrogenic po- 
tency of human urine. It involved rapid acid 
hydrolysis followed by continuous extraction for 
24 hours with benzene (benzol). Acid hydroly- 
sis has been conclusively demonstrated* * * * ° 
to be an essential step in the quantitative de- 
termination of urinary estrin. That benzene, 
as employed in this method, extracts all the 
‘*free’’ estrogenic substances present after hy- 
drolysis we have repeatedly been able to con- 
firm. Recent experiments have indicated. how- 
ever, that a revision in the technic of hydrolyz- 
ing specimens will make it possible to recover 
even more estrin than is accomplished by the 
method as originally deseribed. The following 
data were acquired before this fact was dis- 
covered. Although we now realize that the val- 
ues for ‘‘total’’ estrin as given below do not 
represent all of the hormone present, they are 
considerably higher than those reported by 
others’ ** 7° and the uniformity of the curves 
makes them appear to be of physiologic sig- 
nificance in the processes studied, that is, nor- 
mal menstruation, conception and beginning 
pregnancy. 

The commonly used methods for concentrat- 
ing gonadotropic factorst from urine have been 
tried in this laboratory. Much time has also 
been spent in attempting to originate some more 
satisfactory procedure. Our present conclusion 
is that no method now available gives reliable 
values when applied to urines from the nonpreg- 
nant. This is not surprising, since the gonado- 


*From the Fearing Research Taboratory, Free Hospital for 
Women, Brookline, Mass. The Mrs. William Lowell Putnam 
Investigation of the Toxemias of Pregnancy. 

*Smith, George Van S.—Visiting Surgeon, Pathologist and 
Director of Research, Free Hospital for Women and Fearing 
Research Laboratory, Brookline, Mass. Smith, O. Watkins 
Assistant in Research, Fearing Research Laboratory, Free Hos- 
pital for Women, Brookline, Mass. For records and addresses 
of authors see “This Week's Issue,"” page 944. 

tThe gonadotropic factor excreted in the urine of nonpregnant 
individuals, which is of pituitary origin and is also called 


prolan A, will be referred to as F.S.H., the follicle-stimulating 


hormone. The gonadotropic hormone of the urine of pregnancy, 


which differs in its biologic activities from the above and which 
A.P.L., the anterior- 


THE PERIOD OF CONCEPTION AND EARLY PREGNANCY* 
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tropic factors have not been isolated in pure 
form as have the estrogenic. Hence, recovery 
experiments are fruitless because it is impos. 
sible to know at the outset how much gonad- 
stimulating substance is actually present. We 
have frequently demonstrated more than 200 
rat units of F.S.H. per 24-hour volume in the 
urines of normally menstruating women, but at 
no consistent point in the cycle. By no method 
vet tried by us or reported in the literature 
has it been possible to obtain uniform or com- 
parable curves for F.S.H. throughout normal 
menstrual eveles. The sporadic finding of larg: 
amounts of F.S.H. leads us to believe that, in 
the majority of urines, much of the material 
is either bound in an inactive form or combined 
in some manner with substances which are not 
recovered by the process of concentration. The 
figures, then, for F.S.H. in the accompanying 
charts are presented with reservations as to their 
accuracy or significance. For the determina- 
tion of A.P.L., however, both alcohol precipita- 
tion, as outlined below, and the Katzman-Doisy"' 
technic have been found to give consistent 
curves, if not quantitative yields. 

All of the values for gonadotropie substances 
in the charts were acquired in the following 
manner: tive volumes of aleohol were added 
to aliquot portions of fresh 24-hour urines of 
pH! 6.0 to 6.6. After standing in the refrig- 
erator overnight the mixtures were centrifuged. 
The precipitates were washed with ether and 
suspended in 6 ee. of normal saline solution. 
One ce. was then injected’ morning and night 
for three days into nineteen to twenty-one day 
old female rats. In assaying the urines of non- 
pregnant women the vaginas were opened %6 
hours after the first injection, smears taken at 
104, 120 and 128 hours and the animals explored 
at 144 hours for any gross effect on uterus or 
ovaries. The smallest amount of urine which, 
after being freed of estrin by the above extrac- 
tion, produced estrous smears was considered 1 
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A number of urines from normally menstru- 
ating women produced corpora lutea. This may 
not be interpreted as indicating the presence 
of luteinizing hormone (L. H.) in the extract, 
since the rats’ own hypophyses may have been 


stimulated to secrete L. H. by the estrin of their 
ripening follicles.12 


a-m-ru Estri 


women are given in chart 1. One was followed 
during four cycles, two of which were con- 
secutive. The other was studied during two 
consecutive cycles. Urines were collected at 
least twice a week and generally more often. 
Results are expressed in terms of rat units per 
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CHART 1. 
Normal Menstrual Cycles. 


Estrogenic and Gonadotropic Potency of 24 Hour Urines. 


Abscissa—day of cycle. 
Ordinate—rat units in 


When pregnaney was suspected the animals 
were explored at 96 hours. The smallest amount 
of urine which resulted in the appearance of 
grossly visible corpora lutea at this time was 
considered 1 rat unit of A.P.L. 


NORMAL MENSTRUAL CYCLES 


The curves of exeretion of estrin and the 
F.S H. findings on two normally menstruating 


24 heur volume of urine. 


24-hour volume.* The values for individual 
specimens are shown in solid squares for estrin 


*Assays for estrogenic potency have been performed by the 
Allen-Doisy method, as many rats being employed as the amount 
of hormone in a given extract permitted. By this technic with 
our strain of rats one-tenth of a gamma of crystalline estrone 
(the international unit) has been found equivalent to 0.35 rat 
units. We have not thought it advisable, however, to express 
results in terms of international units, since our extracts, 
both from pregnant and nonpregnant women, contain estrone 
(theelin, trihydroxyestrin) and estriol (theelol, Ketohydroxy- 
estrin) in varying proportions. 
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and hollow ecireles for F.S.H. <A cross in the 
F.S.H. circle indicates that corpora lutea were 
found at the time of exploration. The values 
for estrin seemed sufficiently uniform to justify 
their being connected by dotted lines to make 
the charts more clear. 

The figures for F.S.H. during different cycles, 
even with the same individual, were variable. 
During the January, 1935, eyele on W.S., for 
example, 9 out of 14 tests gave positive results: 
whereas, during another similar period, July, 
1935, only 2 of 13 assays revealed F.S.H. Both 
positive and negative tests were found at all 
times during normal cycles. The hormone was 
consistently demonstrable only immediately pre- 
ceding the onset of menstruation. Schoreher 
and Zondek,’* working with mixed samples of 














urine, also found a maximum excretion of 
F.S.H. just before menstruation. The fre- 






quency of this observation of the presence of 
excreted F.S.H. ir relation to bleeding through- 
out all our studies of both normal and abnormal 
flowing’* leads us to believe that it is of physi- 
ologie significance. 

The shapes of the curves representing excre- 
tion of estrin are remarkably similar, although 
the actual amounts vary moderately. In every 
instance, regardless of the length of the cyele, 
maximum excretion occurred on the twelfth or 
thirteenth day preceding the onset of menstrua- 
tion. Chart 3 also shows a peak in excretion of 
estrin twelve days prior to the onset of the 
last catamenia before conception. The normal 
eyele included in a previous publication: has 
its peak thirteen days preceding menstruation, 
but the values are considerably lower than those 
herein reported, due to the use of ethyl acetate 
rather than benzene as an extracting agent. In 
1932 results’® were published on the urinary 
excretion by women of orally administered estrin. 
At that time unhydrolyzed and unextracted 
urines were assayed. In spite of the crude test, 
positive excretion—in the two normal cycles fol- 
lowed—began between the eleventh and four- 
teenth days before bleeding. These days coin- 
cide with the time of the mature corpus luteum. 
In 1931 the hormone*® of the corpus luteum, 
progestin, was found to be associated with in- 
creased excretion of injected estrin in rabbits. 
Assuming that the development of a function- 
ing corpus luteum is preceded by ovulation and 
that the highest levels of urinary estrin appear 
when the corpus luteum is mature, the curves 
in chart 1 indicate that normal menstruation 
occurs at a constant interval following ovula- 
tion. 

A small peak in the excretion of estrin may 
be noted during or just after menstruation. It 
was also observed in three cycles in which the 
later, more marked, peak was absent and which 











































included in chart 2. This postmenstrual rise ir 
urinary estrin seems to be associated with the 
actual flow and may be an afterlude—follicie 
ripening with production of hormone—of the 
increased gonadotropie activity made evident by 
the almost consistent finding of urinary F.S.H. 
at the onset of bleeding. 

Maximum excretion of estrin midway be- 
tween menstruations and minimum just before 
have been reported.17.18 Curves differing en- 
tirely from each other and from those in chart 1 
have also been presented.7,8,9 The contradic- 
tory results would seem to be due to failure to 
hydrolyze before extraction, an omission re- 
sulting not only in less recovery but also in 
misleading figures.1 In these publications a 
total excretion of from 1,200 to 4,000 mouse units 
of estrin throughout a complete cycle is re- 
ported. According to our figures, 1,500 to 3,000 
rat units, that is, 7,500 to 15,000 mouse units, 
are excreted during a cycle and even higher 
totals may be expected through further re- 
finement in the method of hydrolysis. 


Due to the impracticability of collecting blood 
samples frequently enough or in_ sufficient 
amounts to secure complete curves or accurate 
bio-assays, we have made no attempt to discover 
whether the urinary values for estrin run par- 
allel to the blood level. During pregnancy” 
the urinary and serum estrin follow similar 
curves. Recently*? it has been shown that the 
degree of genital swelling in chimpanzees varies 
with the urinary excretion of estrin, the maxi- 
mum excretion and the most marked swelling 
coinciding midway between the onset of cata- 
menia. Fluhmann’s* analyses of weekly speci- 
mens of serum from women with normal cycles 
run fairly parallel with our urinary findings, 
maximum values occurring early in the second 
half of the cyele and often a less marked peak 
during menstruation itself. He also reports, 
however, an occasional rise in serum estrin one 
to four days preceding the flow. Frank” 
records high serum estrin for seven days pre- 
ceding menstruation. In the three presumably 
anovulatory cycles followed by us, a slight rise 
in urinary estrin preceded bleeding by three to 
five days, but the values in these cases flue- 
tuated throughout the cycle. The lack of uni- 
formity of Fluhmann’s curves, as well as the 
occasional apparent rise in serum estrin late in 
the cycle, may well be due to the fact that 
samples of blood were taken only once a week, 
the real peak in some instances having been 
missed. From the evidence at hand, though 
meager, we are inclined to feel that there is no 
renal threshold for estrin, that the urinary val- 
ues may be taken as a gauge of the level in the 
blood and that increased excretion signifies in- 
creased production and/or decreased destruction 
of circulating estrogenic factors. 

The material presented in chart 1, therefore, 
together with the above considerations, suggests 
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that in normally menstruating women the high- 
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CHART 2. 
Menstrual Cycles, the Pe 
and Early Pregnancy. 


Mrs. L. D. Y. Three riod of Conception 


Estrogenic and Gonadotropic Potency of 24 Hour Urines 


Abscissa—day of cycle 












est level of estrin occurs twelve davs before the 
onset of the next catamenia, probably at the 
time of the fully mature corpus luteum; that 
menstruation is associated not only with a low 
level of estrin but also with increased pituitary 
gonadotropie activity; and that this augmented 
appearance of F.S.H. is reflected early in the 
eycle by a slight rise in estrin, probably from a 
ripening follicle. 


















CONCEPTION AND EARLY GESTATION 







Two volunteers supplied urines during the 
period of conception and early pregnancy. One 
(chart 2) collected specimens for three months 
before becoming pregnant and throughout ges- 
tation. The analyses after the third month are 







and of pregnancy. 
Ordinate—rat units in 24 hour volume of urine. 





included in another publication. The other 
(chart 3) was studied for only seventeen days 
before her last catamenia. 


Mrs. L. D. Y. (chart 2) had had regular twenty- 
eight day cycles to March, 1935, when she decided 
to have a baby and offered her cooperation. Her 
first curve of estrin excretion is similar to those 
in chart 1 until the time when her period was due. 
A secondary rise between the twenty-seventh and 
thirty-third days and a consequent drop were fol- 
lowed by a profuse flow which came nine days late. 
The April and May cycles lasted thirty-four’ and 
twenty-seven days, respectively, and failed to show 
the pronounced peak in urinary estrin so charac- 
teristic of normal cycles. The last catamenia began 
on June 10. During this month of conception the 
curve for estrin is strikingly like that of March, 
until the thirty-third day, after which it continued 
to go upward. We interpret these phenomena as 





indicating that a very early abortion took place 
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in March and was succeeded by two 
cycles. It may be that early abortions are more 
common than is generally recognized, especially in 
women who complain of barrenness and whose 
periods frequently come late and are rather pro- 
fuse. The aaministration of progestin would be the 
logical treatment in such cases. Tests for F.S.H. 
were again inconsistent except for the positives 
prior to the periods of May 14 and June 10. The 
failure to find F.S.H. in the urine before the April 
perio@? may be further evidence that this flow rep- 
resented an abortion rather than true menstruation. 
A.P.L., originating in the trophoblast, has’ been 
found to cause the disappearance of F.S.H. in 
the urine of women with menorrhagia.” 


The figures for estrin during the month of 
conception are of considerable theoretical inter- 


units in 24 hour 


anovulatory | 


Pregnancy. 
of 24 He 
of pregnancy 
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Potency uur Urines 
and 


urine 


Fertilization was presumably accomplished 
_between the twelfth and sixteenth days of the 


est. 


June evyele. One might have predicted a con- 
tinued increase in estrin from this time on. 
| However, up to the twenty-fifth day the curve 
lis entirely similar to that of a typical normal 
| cycle. The secondary rise in estrin excretion 
‘after the twenty-fifth day signifies, we think, 
the completion of successful implantation with 
the subsequent appearance in the maternal cir- 
culation of trophoblastic hormones. If this in- 
terpretation is correct, one must conclude that 
from the time of nidation the products of ges- 
tation, rather than the ovary, are the source of 
estrin. 
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Seven after menstruation was 


days 
..P.L. was identitied in the urine. 
1s peak on the sixty-fifth day and then dropped 


due, 
It reached 
1 a lower level, at which it remained through- 
cit gestation. This curve agrees with those of 
browne and Venning,** although our actual 
values for A.P.L. are not so high as. theirs, 
due to the fact that we use luteinization rather 
than follicle-ripening as an end-point. They also 
analyzed for estrin daily specimens of urine 
from one subject and report a cyclic excretion 
of this hormone during pregnancy with peaks 
every twenty-four to twenty-nine days. The es- 
trin curve for Mrs. L. D. Y.’s second month 
suvvests a evelic change. After this time, how- 
eyer, urines were not collected frequently 
enough to reveal such a phenomenon, had it 
occurred, 

The most striking feature of the curves for 
the third and fourth months is the relation be- 
tween estrin and A.P.L. Coincident with the 
vreatest A.P.L. exeretion the level of estrin 
fattened out and then continued upward imme- 
diately after the drop in A.P.L. We have 
freyuently been impressed by the mutually an- 
tavonistic action of these two factors upon 
each other!’ Furthermore, it is interesting that 
this antagonism is not evident until after the 
seventh week. 


Mrs. Y. B. (chart 3) gave a history of two spon- 
taneous abortions, each in the second month. Her 
catamenia had been irregular, coming four to six 
weeks apart. Analyses for the seventeen days pre- 
ceding her last menstruation revealed a normal 
curve of estrin excretion with a maximum twelve 
days before the onset. Among the occasional posi- 
tive tests for F.S.H. was one two days. before 
flowing started. The only coitus during the month 
of conception was on the twelfth day. The curve 
for estrin practically duplicates that in chart 2, the 
secondary rise coming immediately after the twen- 
ty-fitth dav. The Aschheim-Zondek reaction (A.P.L.) 
was given suddenly on the twenty-ninth day, the 
urine having been negative forty-eight hours before. 
A.P.L. reached its peak on the sixtieth day and 
struck its lower, fairly constant level by the sixty- 
seventh day. The A.P.L. findings on these two 
cases, therefore, are in close accord with those of 
Browne and Venning, who found their highest values 
in five pregnent women between the fifty-second and 
sixty-fourth days. The analyses for estrin in chart 
3 with peaks every twenty-eight days are also con- 
firmatory of their report of cyclic excretion. Chart 
> again illustrates the antagonism between A.P.l. 
and estrin and in this instance the amount of estrin 
actually fell away while the A.P.L. wave was at 
its highest. 


SUM MARY 


Methods for the determination of estrogenic 
and gonadotropic substances in the urine of non- 
pregnant and gravid individuals have been dis- 
The technics adopted in the present in- 
vestigation have yet to be improved and are 
‘oo time-consuming to permit a careful study 
The 


cussed, 


of more than a limited number of. eases. 


results, however, are sufficiently uniform in cer- 
tain respects to make them seem of physiologic 
significance. 

Urinary excretion of estrogenic and gonad- 
otropic factors has been followed in two women 
during six normal menstrual cycles and in two 
other women before, during and after the month 
of conception. 

In normal cycles the excretion of estrin 
showed uniform curves, a slight rise being ap- 
parent during or just after menstruation and a 
marked peak being demonstrable twelve or thir- 
teen days preceding the next catamenia. This 
last finding supports the theory that, regard- 
less of the total length of a cycle, menstruation 
occurs at a definite time after ovulation and 
luteinization. 

Tests for F.S.H. in nonpregnant women have 
been found variable and apparently of no quan- 
titative significance, but they have been con- 
sistently positive just before bleeding. The in- 
creased estrin output early in the cycle may be 
a reflection of this gonadotropie activity asso- 
ciated with the onset of flow. 

The findines on one individual, who was stud- 
ied for three months before the cycle of concep- 
tion, have been interpreted as indicating the 
occurrence of a very early abortion succeeded 
by two anovulatory eyeles. Certain eases of 
sterility characterized by late and profuse cata- 
menia may be having such very early abortions. 

In two women, analyses during the period of 
fertilization were practically identical. There 
was an estrin curve similar to the nonpregnant 
until the twenty-fifth day, then a rise instead 
of a drop in excretion of estrin and soon there- 
after the presence of A.P.L. It would appear 
that the increased output of estrogenic and 
gonadotropic substances by the mother which is 
typical of gestation does not commence until 
at least eight days after fertilization, probably 
immediately upon implantation of the ovum. 

A.P.L. reached its peak in these two early 
pregnancies on the sixty-fifth and sixtieth days, 
respectively, and then decreased to a lower level. 
which was maintained during the course of this 
study. Although estrin continued to attain 
higher levels from the twenty-fifth day on, 
cycles of excretion were definitely evident in 
one case with peaks every twenty-eight days. 

A striking feature of both pregnaney charts 
is the roughly inverse ratio between A.P.L. and 
estrin after the seventh week. 
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INTRODUCTION 


ECENT interest in the chemical and physical 
aspects of cerebrospinal fluid has revealed 
some very illuminating academic and clinical 
results. The pathologie phenomena are being 
broadened almost daily but occasionally in rou- 
tine clinical examinations abnormal results are 
obtained when the systemic condition under ob- 
servance does not seem to link up readily with 
the aberrant findings. 
been our experience in the routine examination 
of the cerebrospinal fluid from patients with 
chronic and acute alcoholism. We, therefore, 
thought it would be of value to review the re 
sults obtained on the fluids examined at the 
Boston City Hospital during the past few years 

A search of the literature reveals only one 
similar report. Courtois and Pichard' report 
their observations on 100 cerebrospinal fluids. 
Their patients included 87 acute alcoholics with 
confusion, delirium and memory loss, 9 with 
‘‘aleoholie fits’’, and 4 cases with polyneuritis, 
2 of whom exhibited Korsakoff’s syndrome. They 
report ‘‘modifications are rare and of little im- 
portance’’. Globulin reactions were constantly 
negative and cellular reactions normal. Twenty- 
five per cent of the fluids from their chronic 
alcoholics gave a meningitic type of reaction in 
the colloidal benzoin test. Pressures were meas- 
ured in the sitting position and are, therefore, 
of no value. 
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MATERIAL AND METHODS 





The cases in our present report cannot be 
classified beyond saying they were all cases of 
echronie alcoholism with acute exacerbation 
which led to hospitalization. The great major- 
ity were admitted in coma. Patients with men- 
tal symptoms were included, but patients with 
aleoholic neuritis were not included unless they 
were admitted in coma. In the past few years 
the fluids from 201 patients of this type have 
been examined. It was necessary to exclude 
from these 201 all fluids that were contaminated 
with blood as the result of faulty technic or of 
a previous head injury, all fluids with a posi- 
tive Kahn test and all fluids with abnormalities 
similar to those found in the fluids of patients 
with syphilis of the central nervous system but 
in which no serologic test for syphilis was re- 
corded. 

The punctures were performed in the lum- 
bar region with the patient in the lateral recum- 
bent position. The Fremont-Smith modifica- 
tion of the Ayer spinal puncture needle and 
manometers were used. All pressure readings 
were discarded unless a note was made to the 
effect that the patient was relaxed and the meas- 
ured pressure was a reliable one. The cells 
were counted in an ordinary blood counting 
chamber after the fluid had been lightly stained 
with Unna’s polychrome methylene blue. The 
protein determinations were made according to 
the Ayer, Dailey and Fremont-Smith modifi- 
cation’ of the Denis and Ayer method. The 
colloidal gold reaction was done according to 
the method of Lange, as described by Coekrill.’ 
For the purposes of this report a reaction of 
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a negative finding. A reaction of 3 (blue) is 


reported as weak, of 4 (pale blue) as mod- 
erate and of 5 (decolorization) as strong. 


RESULTS 
Pressure. The pressure readings were con- 
sidered as reliable in 133 patients (table 1). 





TABLE 1 


Tis CEREBROSPINAL FLUID PRESSURE IN 133 PATIENTS 
WiItH ACUTE ALCOHOLISM 





Pressure Number Per 

(in mm. of C.S.F.) of Patients Cent 
a Less than 180 100 75 
180 to 200 15 11 

200 to 300 17 13 

300 to 400 | 1 
Total 133 100 





They were below 180 mm. of cerebrospinal fluid 
in 100 patients or 75 per cent, and above 180 
mm. in 33 patients or 25 per cent. Only 1 pa- 
tient had a pressure above 300 mm. 


Cells. Cell counts were recorded in 111 pa- 
tients. The count was below 5 per emm. in 87 
per cent, and below 10 per emm. in 95 per cent. 
Three fluids (2 per cent) had between 10 and 
19 cells per emm. . 

Protein. The protein determinations 
made in 146 fluids (table 2). 


were 
The results va- 








TABLE 2 
THE CEREBROSPINAL FLUID PROTEIN CONTENT 
IN 146 PATIENTS WITH ACUTE ALCOHOLISM 


Protein Content Number Per 





(mg. per 100 cc.) of Fluids Cent 
13 to 45 117 80 

45 to 75 26 18 

75 to 91 3 2 
Total 146 100 


ried between 13 mg. and 91 mg. per 100 ce. 
with an average of 35 mg. They were below 
the accepted upper limits of normal, namely 
45 milligrams per 100 ee. of fluid, in 127 or 80 
per cent and greater than 45 in 29 or 20 per 
cent. 


Colloidal Gold. The colloidal gold reaction 
was determined on 148 fluids. A negative test 
was obtained in 136 fiuids, a weak first zone 
curve in 2, a weak mid-zone curve in 5 and a 
moderate mid-zone eurve in 1 fluid. There were, 
therefore, 136 or 95 per cent negative gold sol 

















reactions and only 8 or 5 per cent pathologic 
reactions. 


DISCUSSION 





Abnormal findings in the fluids from patients 
with chronic and acute alcoholism are almost 
entirely confined to an increase in pressure (25 
per cent from 133 patients) and an increase in 
protein (20 per cent from 127 patients). Since 
lumbar puncture is one of the more important 
diagnostic procedures in patients admitted to 
hospitals in coma,’ it would seem important to 
emphasize the fact that these abnormalities may 
be found in alcoholics. 

The mechanism of the increase in pressure 
is readily understood. It is due chiefly to the 
cerebral edema (‘‘wet brain’’) and in part to 
the dilation of the cerebral vessels produced by 
the alcohol. 

The increase in protein is more difficult to ex- 
plain. It is possibly due to an increased per- 
meability of the choroidal and meningeal vessels 
to protein as a result of injury to these vessels 
by the alcohol or possibly to degenerative 
changes in the parenchyma and nerve roots 
produced by the alcohol. 


SUMMARY 


Although the cases herein reported are not so 
carefully classified as could be desired, our re- 
sults indicate that the cerebrospinal fluid from 
patients with acute and chronie¢ alcoholism may 
occasionally be abnormal. The significant devia- 
tions from the normal are as follows: 

1. An increased pressure in 25 per cent. 

2. An increased protein content in 20 per 
cent. 


The occurrence of any abnormality in the 
cerebrospinal fluid of alcoholics should make 
one seriously consider the possibility of the 
presence of other causes for the abnormality, 
such as subdural hematoma, brain tumor, syph- 
ilis of the nervous system and so forth. Only 
after such other causes are excluded should the 
abnormalities in the fluid be attributed to aleo- 
holism. 
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Toastmaster, Members of the New Hamp- 
shire Medical Society, Ladies and Guests: 


Mr. 






| AM always delighted to be introduced by a 
toastmaster of such proficient attainments as 
the one we have here this evening. He makes 
me think of a fine piece of statistical knowledge 
which I accumulated recently: ‘‘If all the toast- 
masters in the world were laid end to end, it 
would be a - good thing!’’ 

It is a great pleasure for me to be here again 
in New Hampshire, as it was when I attended a 
meeting here in 1928. It is a pleasure to see 
before me so many friendly faces of people 
whom I learned to know at that time. But. 
even did I not have this old home feeling by 
the sight of all of you whom I know so well 
before me, I would feel distinctly at home in the 























read them in my own column on various occa- 





sions! 

In fact, when your toastmaster got 
on that one about the Chinaman, ‘* You likee 
talkee,’’ I thought he was going to give us that 
one about the woman who was sitting next to 
the elderly man who was hard of hearing. She 
thought she would make some conversation with 
him, so she said, ‘‘Do you like bananas?’’ He 
turned to her and said, ‘‘No, I still wear the 
old-fashioned nightshirts!’’ 

[ shall leave the subject of the Toastmaster 
with those few remarks, and embark, now, on 
the topic of my discourse, which is ‘* Medicine in 
the Changing Social Order.’’ This is a rather 
profound and difficult topic, as you may well 
imagine. But do not let the title dismay you. 
Bill Nye was asked to address a group one time, 
so he wrote and asked them on what subject 
he should speak. He sent six or seven subjects 
and said, ‘‘Choose any subject you want. It 
won’t make any difference because it will be the 
matter which subject you 






started 























same speech, no 


choose !”’ 

The story of medicine and the changing social 
order is one of the greatest importance to all of 
us. It is necessary that we have some idea of 
changes that have taken place in our lives and 
our civilization, at least during the last fifty or 
sixty years, if we are to have a real understand- 
ing of where we are now and where we are like- 
ly to go from here. 
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Medical 


record 


It is necessary for us to become, as James 
Harvey Robinson called it, ‘‘ historically mini- 
ed’’, and to view the present in the light of thie 
past. Only with such a view can we really gain 
any conception of what our future is going to 
be. We must survey, not only the medicine of 
sixty or seventy years ago, but life as it was 
then and as it is becoming today, to under- 
stand why we have various economic and social 
and similar problems which greatly affect the 
medical profession. 

Consider the average citizen of 1890. 


He C0t 


‘up early in the morning; in fact, he got up when 


it was still dark, because he had a long work- 
ine day ahead of him and he had to get up early 
in order to get in the work which was to be done. 
When he came down to breakfast in the morn- 


‘ine, he had a choice of oatmeal, whole wheat 


presence of the ancient anecdotes! It has seemed | 
to me that I have heard them before, or perhaps | 


| whole 


and farina. Today, we go down to breakfast 
and we have a choice of two hundred and thirtv- 
seven different cereals. Still they are oatmeal, 
wheat and farina! But the wheat is 
shredded, the farina irradiated and the 
shot out of a cannon! 

After getting his breakfast in the good old 
days, our man would go down to work, on foot, 
horseback or bieyele, or perhap§ by street. car. 
When he arrived in the shop, the work would 
be done with his hands, and there was plenty of 
work in those days for all men to do. Today, 
one machine with the assistance of two men 
who pull the levers, will do the work that. re- 


Oats 


‘quired sixty men in 1890. 


If our man happened to go to an office in 1590, 
he arrived on foot, horseback or bieyele, or per- 
haps by street car, and sat himself down at a 


desk. Pretty soon, would come his secretary, 


ia languid damsel, tall, wearing a long, woolen 


skirt, her face lightly besprinkled with rice 
powder. Maybe she would aid him in opening 
five or six letters, or in getting off the corre- 
spondence in longhand. 

Nowadays the procedure is changed. The 
coiffures which used to be piled on the heads of 
the fair damsels have given way to bobbed hair. 
which came into general fashion in 1915. The 
upkeep on two bobbed heads, including the per- 
manent waving, cutting and setting in a family 
with a mother and grown daughter invariably 
equals more than the family medical bill for any 
given year. 

The rice powder of 1890 has given way to 
the modern cosmetics. Back in 1900, the Ameri- 
can women spent on cosmetics and perfumes 
$40,000,000 a year; now. they spend $2,000.- 





000,000 for cosmetics and perfumes annually. 
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|: is interesting, if you ever happen to get into 
» boudoir, to note the various bottles. It would 
take a chemical detective to find out what is in 
them. These concoctions are planned to make 
tie modern female resemble Venus. <As you 
look about, you will become convinced that a 
vreat portion of the money they cost is wasted! 
| think we may say with a reasonable amount of 
security (not social security, but ordinary secur- 
ity) that there would not be sold one and a half 
billion to two billion dollars’ worth of cosmetics, 
were it not for the fact that one-third of the 
total amount of money is spent on selling the 
cosmetics. One-third of the total cosmetic 
budget is spent on advertising cosmetics to the 
American women. Back in Cleopatra’s days, 
the formulas were much the same. The stuff 
cost less, but it didn’t do any more then than 
it does now! 

The woman of 1890 were cotton stockings. In 
1919, we had one pair of silk stockings for every 
2Q00 women in the population. Nowadays, they 
make them so thin and they wear out so quickly 
that the average woman requires a pair a day 
in order to keep up with the wear and tear. 

The young woman in an office today is using 
a typewriter, a stenotype, a comptometer, book- 
keeping machine, addressograph machine, an in- 
tercommunicating office "phone, a telephone, or 
some of the other ‘‘phoney”’ things that have 
come into business to make life what it is. 

Back in 1890, our business man went home 
to dinner; now he goes to lunch at noontime 
and dinner has been moved to seven o’clock in 
the evening since Emily Post moved into the 
social picture. Perhaps lie goes to a luncheon 
club, where he hears an orator speak on some 
topic of interest to the American public. In 
the old days when the man came home to din- 
ner, he rested. When six o'clock came, he had 
his supper, consisting of meat, potatoes, pie 
and coffee or tea, and then he and his wite 
plaved cribbage, while the daughter murdered 
some Beethoven or Bach on the piano. When 
nine o'clock came, they went to bed, consider- 
ing that they had spent a fine day and evening. 
That was the whole story of life. It was easy- 
going, quiet and not so disturbing in 1890. 

Contrast that with the average life of today. 
I am not speaking about the people in the top 
layers of society, but the average life of today. 

The average American goes down to work to- 
day, not afoot, but in a motor ear. Previous to 
1900 there were no motor cars. Then the motor 
cars came in, and as they began to be pur- 
chased in larger and larger numbers, more and 
more people began to buy them. Today, as 
many of you know, we do have, not a motor 
car for every 100,000 people or every 5,000 peo- 
ple as they have in many foreign countries, but 
a motor ear for every four and a half people 








in the United States. And we have a change 
in the list of causes of death. The motor car 
did not appear in the list of causes of death 
in 1904, but today the motor car is tenth on 
the list of causes of death, accounting for 36,000 
people every year. Right alongside the motor 
car deaths are those from diabetes. But if you 
tell the average man that he is likely to die of 
diabetes, he becomes worried and comes to the 
doctor’s office carrying his little package. How- 
ever, if you tell him he will die of a motor 
car accident, that doesn’t disturb him in the 
least, for he recognizes that there are only two 
classes of people left, the quick and the dead. 

After he gets to his office in his motor ear, 
he sits down and works with all the mechanicai 
devices that we have in offices nowadays. After 
lunch he works for an hour or two, then goes 
out to a golf course if the weather is propitious. 
In 1920, there were 700 golf courses; today there 
are 8,200 golf courses, two without mortgages! 

After he gets through with his golf game, 
perhaps he comes home and gets dressed ready 
to go out somewhere to dinner. Perhaps while 
his wife is getting dressed he turns on the radio 
Back in 1900, there were no radios. Nowadays. 
we spend $3,000,000.000 a year on radios, musi- 
cal instruments and saxophones. This repre- 
sents an expenditure which formerly did not o¢- 
cur in the American budget. 

Let us see why Americans do not have suffi- 
cient funds to meet their emergency sickness 
bills. We have an annual budget in the United 
States of approximately one hundred billion dol- 
lars. Incidentally, the largest single item in 
the American budget is seventeen billion dollars 
for food. The total advertising bill for seli- 
ing this seventeen billion dollars’ worth of food 
is less than the total advertising bill for sell- 
ing a billion and a half to two billion dollars’ 
worth of cosmetics! 

Twelve billion dollars represent the sums 
spent on motor cars, automotive parts and gaso- 
line; four billion dollars represent the sums 
spent on used cars and automotive parts and 
four billions for gasoline. These amounts, also, 
we did not have to concern ourselves with back 
in 1890. 

After our man has listened to his radio for a 
while, he goes to dinner, then he and his wife 
may go out and play bridge. In the good old 
days, they played casino, and sometimes they 
even played whist! In 1920, we were using 
10,000,000 packs of cards, but when Professors 
Culbertson and Sims came into the picture, we 
began using more and more decks of cards, un- 
tii today, we use 80,000,000 decks of cards each 
year in the United States. Bridge is a sixty 
million dollar business. 

After our man and his wife of today have 
played their bridge game, they may go out te 
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a roadhouse, or a night club and dance around 
awhile, until two o’clock or so in the morning. 
Then they come home and wonder what time 
the children are going to get in. | 

All of the differences of which I speak are 
reflections that the home, the center of Ameri- 
ean life, has practically disappeared. The home, 
today, is a place in front of a garage; it has no 
real function in the American life of today. This 
has made a great difference, particularly in re- 
lationship to medical care. In 1890 to 1900, if 
a child was sick or even when it was born, the 
function took place within the sanctity of the 
home. 

In those days, mothers spent their time in 
the home. But women have come out of the 
home; they belong to all sorts of women’s aux- 
iliaries, and parent-teachers’ associations and 
similar organizations. We have from three to 
five times as many women, proportionately, in 
industry, earning a living. In addition, practi- 
cally all of the women not in industry have be- 
come independent in affairs outside of the home. 

In the larger cities, the home has almost 
wholly disappeared as far as the rooms in the 
home are concerned. There used to be five 
rooms to a family in New York City; then it 
moved down to four rooms in 1920; in 1932, 
it came down to three rooms to a family. Now, 
while you may be able to play a little bridge in 
three rooms, there are certain medical functions 
that are impossible to deal with in a three-room 
apartment, such as obstetrics, chronic inflamma- 
tory rheumatism, and ozena. More and more, 
diseases have moved out of the home and into 
the hospital for their care. 

It is not only the crowding in the home which 
has brought about the necessity of the hospital 
becoming the center of American medical af- 
fairs. The advancement of medical science is 
chiefly concerned in this change of medical prac- 
tice. 

You heard Dr. Kittredge tell you this eve- 
ning what medical practice was like in 1890. 
You know what the old doctor of 1890 was like 
He practiced with the five senses, and with a 
good deal of common or horse sense. Sometimes 
he had a fever thermometer with which he took 
the temperatures. The thermometer of 1875 
was a long piece of glass, ten inches long, and 
almost as thick. The doctor put it under the 
patient’s arm, as there was no other place to 
put it and have the patient comfortable. Then 
he would wait for five minutes to get the result. 
Then he would look with his eyes to see what he 
could see. He would ask the patient to stick 
out his tongue. ‘Tongues were quiet in 1890, 
and they aequired a thick coating once in a while. 
which meant a good deal to a doctor in those 
days. Nowadays, the tongue is so rapid in mo- 


tion that it never gets a chance to get a good 
coating. 


If the doctor in the days of 1890 wanted to 
look down his patient’s throat, the mother used 
to come and stand over his shoulder with an! 
oil lamp. The physician looked down the sick 
person’s throat as far as he could see, which’ 
wasn’t very far. 

Nowadays, with the development of the elec- 
trically lighted instruments, it becomes possi- 
ble for the doctor to see into every entrance and 
exit in the human body. He has a ‘‘scope’’ for 
every aperture and if it so happens that there 
is none, he ean make one. He has a bronchoscope, 
en esophagoscope; a cystoscope, proctoscope, and 
all of these various ‘‘scopes’’. This represents 
a great advancement in science; it represents 
an extension of the power of vision. We had, 
at first, the use of the microscope, which was 
just magnification. But here we have a direct 
extension of the power of vision into the body, 
enabling the physician to see and measure things 
which formerly he used to guess at. 

In 1900, there was developed the Roentgen 
ray. We were able, first of all, to see the bones 
within the lining of the body. Then we made 
visible the cavities of the lung by the use of 
lipiodol. Then by the use of barium and bis- 
muth preparations, the doctor was able to out- 
line the stomach and the gastrointestinal tract. 
Then came the visualization of the gallbladder, 
the liver and the spleen. The doctor can look, 
now, and see a great many things about which 
formerly he had to guess. This means a great 
deal for the safety of the patient and a tremen- 
dous improvement in diagnosis. We can trans- 
form the functions of the human body into ree- 
ords that are visible and measurable. That means 
science,—when we can actually measure a funce- 
tion in terms of mathematics. We have the 
electrocardiograph, which causes the heart t 
write down its ability to function under various 
conditions. We have the basal metabolic ap- 
paratus, the Binet-Simon and similar tests. The 
doctor is able to test and measure the heart and 
iungs, the gastrointestinal tract. He can also 
measure the function of the brain, but that is 
more disappointing. 

I agree with Dr. Kittredge that it is far bet- 
ter to apply an actual knowledge of the history 
of the disease, and to use the five senses, of 
course, to the utmost in making a diagnosis, than 
it is to become too reliant on the various ma- 
chines and scientific material we have at hand 
these days. 

Back in the old days, an occasional practical 
nurse helped out the doctor. Nowadays, in ad- 
dition to the 150,000 doctors who are licensed, 
130,000 of whom are in actual practice, we have 
a total of 1,500,000 additional people who give 
their time to the care of the sick; that includes 
a total of about 100,000 practical nurses, 150,000 
graduate nurses, 60,000 pharmacists, cooks, 
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oratory technicians. It also includes anywhere 
from 200,000 to 300,000 social service workers, 
who see the patients before they get to the hos- 
pitals, as well as in the hospitals and after they 
co home. Here is a tremendous personnel who 
also have a great deal to say about how medi- 
cine shall be practiced. 

Part of the responsibility for this is undoubt- 
elly due to the advances the doctors themselves 
have made. All of us recognize that due to the 
advancement of modern hygiene, the provisions 
for pure milk and water, as well as the proper 
disposal of sewage, we have greatly lowered in- 
fant mortality. We used to have 275 out of 
1,000 babies die before they were one year old. 
We used to have very high figures for eclampsia 
and all the complications of obstetrics. The 
surgeon way back in 1875 got along without 
anesthesia, without asepsis in the vast majority 
of cases, but with a terrific mortality rate. There 
were few portions, indeed, of the body which 
the surgeon could invade. In a few of the big 
cities of the United States, competent surgeons 
were available, who couldn’t do much of any- 
thing beyond an amputation. Just think how 
all that has changed. Samuel Meltzer was right 
when he said that the human body was equipped 
with great factors of safety. Great portions of 
the human organism are eliminated, and still 
there is recovery. We have two kidneys, nor- 
mally, but we have found that we can get along 
with one. Perhaps we can get along entirely 
without the spleen; many people do. We ean 
eliminate ten to twelve feet of intestines. We 
can do the polya operations and take off one- 
half or two-thirds of the stomach and get along 
fairly well. “At the Johns Hopkins Hospital 
recently, one-half the cerebrum was removed 
from a woman, and it was found that she could 
think thereafter as well as any ordinary woman 
could ! 

These are tremendous accomplishments, and 
mean much for human happiness and human 
welfare. But, as they have come along, we have 
found it necessary to increase the complexity 
of medical care, and to develop medical special- 
ization. Thirty to forty per cent of the doctors 
today are engaged in specialties, and there are 
twenty-six or more specialties within the prac- 
tice of medicine itself. These specialists are 
divided and subdivided, and for each small 
group, they also get a special society. 

In addition we have lengthened the medical 
courses. Back in 1875, the medical course ¢on- 
sisted of two years. The doctors in those days 
learned medicine at the bedside. With more 
and more that there was to be learned about the 
new instruments and the methods of applica- 
tion, we found it was necessary to have assist- 
ants help the doctors in applying the instru- 
ments. Then the hospital came in as a central 
place in which all sorts of apparatus could be 











used. Nvnrsing came in with Florence Night- 
ingale. In those days, we graduated from the 


medical schools 4,200 doctors, and from the 
nurses’ training schools there were 300 nurses 
who were graduated annually. Today, we have 
in the United States 7,000 hospitals, with more 
than 3,000 nurses’ training schools. In 1905, 
we had 176 medical colleges, most of which were 
no good. In 1906, we graduated 6,500 doctors, 
and from then on, we began getting rid of the 
poorer colleges. ‘Today, we have some 77 class 
A medical colleges in the United States, and we 
have cut down the number of graduates from 
6,500 to 4,200. But, the nurses’ training schools 
are turning them out at the rate of 22,500 nurses 
every year. Forty-two hundred doctors cannot 
marry 22,500 nurses! These matters give us 
great concern. There is no economist who is 
going to be able to work them out. There is 
a problem for the future. 


We have the medical schools and the doctors 
and the nurses and the hospitals, and we have 
in the hospitals, due to the tremendous advance- 
ment of medical science and due to the removal 
of the patient from the home to the hospital for 
his medical care, a great problem created in 
many large communities—a problem that has not 
as yet been solved. How may the patient, whose 
family budget is split up into a great many 
items which he feels he must have because of the 
pressure exerted by modern advertising, be made 
to realize that medical and dental care are just 
as essential to his happiness as food, fuel, cloth- 
ing and shelter, which are the real essentials 
ot human happiness? 

We must make sure that people have the 
essentials. That means, largely, the abolition 
of a good deal of the prevailing poverty. We 
must provide them with medical and dental care. 
But the people want to spend $12,000,000,000 
a year for motor cars and used ears and auto- 
motive parts, as well as gasoline. They want 
to spend $4,000,000,000 a year on tobacco. Just 
think of that! In 1915, we used in the United 
States 7,000,000,000 cigars a year, and 10,000,- 
000,000 cigarettes. In 1919, it oceurred to an 
advertising agent to put a picture of a singer 
from the Metropolitan Opera Company on a 
billboard, and it showed her smoking a cigarette. 
With that, the insidious campaign to get women 
smoking started. Today, instead of using 7,000,- 
000,000 cigars, we use 6,000,000,000 cigars; in- 
stead of using 10,000,000,000 cigarettes, we use 
135,000,000,000 cigarettes. The vast majority 
of this increase in cigarette smoking represents 
the effects of cigarette advertising, especially to 
women. The cigar consumption has not dropped 
appreciably. And the rise in population has 
only been a matter of 20,000,000 additional peo- 
ple. 

In 1925, we used fifteen pounds of sugar per 
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In 1935, we used one hundred 


person a year. 
Our con- 


pounds of sugar per person a year. 
sumption of sugar, sweets, ice cream and con- 
fectionery goods costs us $2,500,000,000 every 
year. 

Because we have all sorts of machines to do 
the household drudgery, reducing the mechani- 
cal labor to nothing, and because we have great- 
lv inereased our consumption of sweets, women 
are getting big in all the places where they 
would be small. Then they buy Jad Salts and 
Crazy Crystals and all that sort of thing to get 
rid of the unnecessary foods that they pour into 
their bodies. It is an irrational form of civiliza- 
tion; yet it is the civilization we have. 

We spend $3,000,000,000 a year on movies; 
$2.000,000,000 on radios and musical instru- 
ments, including saxophones; $2,500.000,000 on 
confections and sweets; %$4,000,000,000 on to- 
bacco. What a contrast to our entire medical 
bill of oniy $3,800,000,000! That was the bili 
of 1929. The bill of this year is much less. 

Approximately $750,000,000 goes to the doc- 
tors; $700,000,000 for hospitals and nurses; 
#375,000,000 for patent medicines ; $125,000,000 
for chiropractors, osteopaths and thirty-seven 
different faith healing cults. 

Now, if we could take the $375,000,000 spent 
on patent medicines and the $125,000,000 spent 
en the cultists, we have over $500,000,000 right 
there that we could save from the purse of the 
American public and apply it to legitimate med 
ical care. Do we have a rational civilization ? 

Of course, we spend, out of the annual bude- 
et. a total of $100,000,000 a year on preven- 
tive medicine. But, all of you can understand 
that that is not adequate for the needs of the 
American people. <All of us welcome the ad- 
dition of $10,000,000 a year brought about 
through the recent social security legislation and 
distributed in the individual states. 

Recently, Josephine Herbst, in her book, ‘If 
[ Have Four Apples’’, pointed out the one 
thing thet the average American housewife 
needs to learn—mathematies. It is just a sim- 
ple problem: if I have four apples, and give one 
to John and one to Susie, how many apples will 
I have left?) The vast majority of the Ameri. 
can women have never learned arithmetie in the 
schools, because they have not learned how to 
take the money in the family and buy the es- 
sentials and then find any money for the lux- 
uries. They have learned subtraction, but they 
lave never learned long division. 

The average wife sits at home and 
sieged by the salesmen of the electric refrigera- 
tors on the installment plan, as well as vacuum 
cleaners, radios, and motor ears for so much 
down and so much a month until they catch up 
with you. 


is be- 


of paying for medical care. I should like to 
point out three ways to pay for anything, if 
you are really serious about paying for it: 


1. Pay cash. -This has become largely a 
lost art in the United States because of our hig! 
pressure system of salesmanship. 

2. Pay by the installment plan. After you 
get the goods, you pay as much as you can and 
as often as you can, with the hope of eventually 
owning it. And you know you often see ¢ar- 
toons depicting this method of payment, ‘* Three 
more payments and the baby is ours!’’ 

3. By a prepayment system. You pay so 
much in advance each month with the expeect- 
ancy that sooner or later you are going to hav» 
to need the item for which you are paying. 


We have, unfortunately, educated the vast 
majority of our people into the idea that they 
are never going to be sick. We have freed them 
from the fear of disease. They don’t go around 
nowadays, afraid of dying suddenly from sear- 
let fever, typhoid fever, or any of the condi- 
tions that used to carry them off. Life expect- 
ancy, instead of being forty-five years of age 
is now fifty-nine years of age. They do not 
anticipate illness. We really need a new cam- 
paign which will show them that they must be 
sick, sooner or later, even if it is only pre. 
vious to death. When they are sick, they will 
have to have the doctor. He is just as neces- 
sary, then, as the food, clothing and _ shelter, 
which are necessary to human happiness. 

As a result of agitation of the social scientists, 
we now have social security legislation. There 
would have been no necessity for that, had it 
not been for the accomplishments of the medical 
profession since 1590. In 1900, when there were 
still homes, and when people stayed at home oc- 
casionally, there was a place to take care of old 
people. Life expectancy at that time was forty- 
five. Now, we have moved life expectancy up to 
sixty years of age, without providing incomes 
or homes for the older people, when they get 
seventy, eighty and ninety years of age. That 
is the reason we have the problem of old age 
pensions! 

They used to get rid of the blind and thie 
hard of hearing, and the crippled and the men- 
tally defective. We did not know how to take 
care of them. We used to lose the babies because 
of malnutrition, but now we save them by new 
systems of nutrition. We give the hard of hear- 
ing all the new hearing aids. We take the blind, 
do surgical operations on them, provide them 
with glasses, enable the blind to see. We per- 


mit the hard-of-hearing to learn lip reading. 
The cripples used to die, but now we rehabili- 
tate them by under-water gymnastics, by sup- 
ports and reconstructive and rehabilitation op- 





They are now trying to figure out new wavs 


We accumulate tremendous numbers 


erations. 
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of defectives, and then we wonder why it is that 
we have to pay for the care of the defectives. 

I cite all of this for just one purpose. I want 
io show vou that social legislation is, unfortu- 
nately, not like medical discovery. Scientific 
discovery is associated with cultural advance- 
ment. It requires ten to twenty years for a new 
discovery in medicine to be filtered down from 
the top so that it becomes the property of the 
average physician, and so that it may be applied 
ceenerally in his care of the sick. It requires 
eradual instruction, publication of a great num- 
ber of medical periodicals, and other methods. 

But social legislation is entirely different. It 
attempts to anticipate by twenty years what 
medicine is able to do. All that a first-class social 


superstructure of it; then he can associate it 
with taxation beyond the dreams of what a 
medical scientist could ever hope to accomplish. 

There is just one thing that medicine has 
asked of the government, legislators and the 
social scientists. Let medical progress, frem 
the social, scientific point of view, come by evo- 
lution, rather than by revolution. Permit the 
doctors to work out the proper plans, in asso- 
ciation with each other, for giving to all of the 
people the immense benefits of medical science, 
to which I have referred. 

With the 3,000 years of medical tradition of 





service to the sick and the poor and the ailing, 


the public may well have confidence in the med- 


. . . . |. 2 . 
legislator needs is one idea, and he can build a , ical profession. 


Members of the New Hampshire Medical Society 
and Guests: 


HE public relations of the medical profes- 
% sion are naturally far different today from 
those of previous centuries. Then there were 
no public health departments; preventive med- 
icine was not practiced by the individual 
physician; there were no legislative enactments 
controlling the health of the vast majority 
of the people; even the medical profession 
itself was not concerned with the education of 
the public with relation to the fundamentals 
of hygiene and health. 

We have just listened to an interesting dis- 
cussion of the relationship of the physician to 
the prevention and control of eclampsia. Con- 
trast the obstetrics of fifty vears ago and the 
obstetrics of today. It will reveal how the pub- 
lic, commerce and industry generally, and med- 
icine as well, have entered into the control of 
an ordinary case of obstetrics. 

In 1890 if a woman was going to contribute 
to the population, the matter was kept a secret, 
even from her husband, until well along in the 
course of the event. Certainly the doctor was 
not informed until the changing contours made 
necessary an explanation. Then the doetor 
would be informed; but he would do nothing 
about it. Ile would merely make a mental note 
of it Perhaps when biology culminated, he 
would be called to the sanctity of the home. He 
would arrive posthaste, by foot, horseback or 
bicvele, and, in a short time, with the aid of the 
mother, the aunt, a livery stable keeper, or 


*Read at the Annual Meeting of the New Hampshire Medical 
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and address of author see ‘‘This Week's Issue,’’ page 944. 


somebody else, a new baby would appear in the 
community. The results were sometimes unfor- 
tunate, but there are still, as we have heard, un- 
fortunate results. 

Nowadays, women belong to women’s ¢lubs 
and study groups and adult education societies, 
and they are eugenically minded. They con- 
sult the doctor even before they have any idea 
of contributing to the population. When the 
doctor tells them they are fit to entertain that 
idea, they proceed. Very promptly, now, the 
doctor is informed. 

All of vou know about the State and socia! 
relationships that are involved in this condition. 
Nowadays, the doctor may immediately inform 
the City Health Department, the County Health 
Department, the State Health Department, the 
American Association for Child Care, the Bu- 
reau of Labor in Washington, D. C., the Amer- 
ican Social Hygiene Association, and many 
other similar bodies, who are much interested 
in the prospective birth. Just as soon as all 
these people hear about it, they begin sending 
pamphlets. When the postman arrives at the 
woman’s home, he is so loaded down with books 
that he ean searecely carry them. What the 
postman knows, everybody knows! What was 
formerly a secret is now widespread knowledge. 
Then, if the people happen to be anybody in 
public hfe, Walter Winchell finds it out and 
announces it on the radio. 

In addition, we have preventive methods. 
The woman comes at once to the doctor’s office. 
where she is measured, hither and thither, fore 
and aft, and photographs are taken of her in 
various postures, including x-ray pictures. 
Everything she can secrete or excrete is sub- 
mitted to chemical and physical manipulations. 
This is continued for a considerable time, once 
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a week and perhaps later three times a week. 
Everything she eats is weighed; everything she 
drinks is measured, and it comes out scientifical- 
ly. It is measured when it comes out, also. 

As the time approaches when the child is to 
come into the world, if the woman happens to 
live in a large city, she goes to a hospital, where 
she is met by the receiving clerk, who sends 
her to the recording clerk, and perhaps the so- 
cial service worker or the visiting nurse has 
previously been to her home and determined the 
factors necessary. Then everything about her 
past and present is written down, after which 
she goes in the elevator to her room, where she 
is received, not only by the obstetrician, but 
by the nurse, the dietitian, the radio technician 
who fixes up the radio in her room, and the 
hospital librarian who brings her books and 
magazines. Then there are young men in white 
coats around to greet her; they sit on the side 
of her bed and entertain her. They put her 
on little carts and see that she gets to the eleec- 
trocardiograph room and the basal metabolism 
room. Many people have entered into what 
was formerly a process involving the husband, 
the wife and the doctor. 

There is more to medical relationships than 
there used to be. When Percival developed the 
principles of ethics which today guide the Amer- 
ican Medical Association, except with such mod- 
ifications as have been made by our House of 
Delegates, and gave them to the British Medi- 
eal Association, in 1803, no section was con- 
cerned with the relationships of the doctor to the 
public; they were concerned only with the rela- 
tionship of the doctors to each other, the rela- 
tionship of the doctors to the pharmaceutical 
profession, and, to some extent, the rights of the 
patient to be protected in matters of confidence. 
But the relationships of the doctor to public 
health departments, which had not yet been 
organized, or to the public as a whole, were 
hardly given a thought. 

These principles of ethics, developed by Per- 
cival and put out in 1803, after he had con- 
sulted with numerous people of great impor- 
tance both in the practice of medicine and out- 
side the practice of medicine, were adopted al- 
most in toto by the American Medical Associa- 
tion in 1838, after its foundation in 1837, at 
which time Isaac Haves of Philadelphia was 
appointed Chairman of a Committee to provide 
the American Medical Association with some 
principles of ethics. 

Those principles went almost without modi- 
fication until the turn of the present century, 
or after the beginning of the 1900’s; then we 
began to find that increasingly, the relationships 
of physicians to health departments, legislatures, 


cation were going to demand new principles. If 
you will read carefully your principles of ethies 
today, and study those which concern the rela- 
tionship to the publie, you will find that we 
have tried to take account, from time to time, 
of the changes that have occurred. 


Let us take, for example, just the question 


of public health departments, and relationships 
of the doctors to preventive medicine. 


Perhaps the first Public Health Council was 


called in Venice around 1600, at a time when 
they were greatly concerned with the plague 
and not making very much progress against 
it. Later as we developed vaccination against 
smallpox and specific inoculations against va- 


rious diseases, we began to have legislation, de- 
manding that physicians become more inter- 
ested. We had laws passed concerning quar- 
antine and isolation, and we now know how to 
prevent disease by using simple measures. 

As time went on, and we began getting more 
and more measures for the prevention of dis- 
ease that might apply to the individual, we be- 
gan having the conflict that occurs between the 
prevention of disease affecting the individual 
and that concerning the community. Soon we 
began having a conflict of interests among the 
medical men, the health departments, and the 
people as a whole. 

We are beginning to realize today that the 
duty of prevention of disease for the individual 
is the duty of the individual physician. The 
duty of prevention of disease, as a whole. must 
be the duty of state health departments; for ex- 
ample, the proper disposal of sewage, control 
of industrial plants and food and water supply 
may well be allocated to health departments as 
their legitimate duties. The taking over of 
inoculations in times of epidemics might well be 
allocated to health departments, as well as the 
prevention of diphtheria, at times, and small- 
pox by vaccination. But when smallpox does 
not threaten in epidemic form, prevention is a 
matter between the individual doctor and the in- 
dividual patient; we see here the necessity for 
an allocation in the field of preventive medicine 
of what belongs to the doctor and what belongs 
to the state. 

In an article published two years ago, Thomas 
Parran pointed out that in the State of New 
York at the present time, 25 per cent of the 
medical practice is quite definitely under the 
control of the State. 

If you will analyze the situation as it exists 
there, you will find that he did not exaggerate 
a particle. We have the question of control of 
the venereal disease, syphilis. I think we all 
recognize that the campaign against syphilis has 
not been a successful enterprise. It is estimated 
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are approximately 10,000,000 with syphilis at 
any one time. Therefore, we are certainly not 
controlling the disease. 

It has been suggested that as a means of con- 
‘rolling syphilis, we have universal reporting, 
with adequate penalty for failure to report; 
and yet, here we run against the inalienable 
right of the individual to die by any route by 
which he desires to die. 


We know there are methods of control by the 
administration of suitable prophylactic methods, 
after exposure, which may possibly be effective 
if we could make an early diagnosis and give 
exceedingly prompt and adequate treatment. 


3ut thus far, these are matters of debate, and 
there has been no definite decision as to how 
syphilis is to be brought under control. There 
will be none until we consider it a community 
problem rather than an individual one, yet it 
is not likely that either the medical profession 
or the publie is ready to have that particular 
disease made a matter for state or community 
control. 


We all know that there was a time when 
medicine was held as mysterious and understood 
only by doctors. The doctors did not talk to 
the patients or the publie generally about the 
methods of prevention. We know, today, the 
changing attitude toward the necessity of suita- 
ble education of the public, in order to get pub- 
lie cooperation in relationship to the control of 
disease. 

We have today, in practically every newspa- 
per of the United States, a great amount cf 
public health education constantly carried on, 
not only through the news columns,- but also 
through specific health columns. These health 
columns are occasionally written by physicians 
who spend their full time in public health 
work, and in many instances by county or state 
medical societies or by county and state health 
departments. All these are useful within cer- 
tain limitations in informing the public con- 
cerning the early symptoms of disease, and in 
that way, aiding early diagnosis and adequate 
treatment. 

Moreover, the Bureau of Health and Publie 
Instruction of the American Medical Associa- 
tion recognizes the duty of informing the pub- 
lic, and puts on a radio program each week, 
reaching millions of people, giving them. in 
dramatic form, the methods used by the medical 
profession so that they may know what is avail- 
able through scientific medicine, and in that 
way bringing the patients earlier in their con: 
ditions to the medical profession so that they 
may get adequate care. 

In New Hampshire here, you have the State 
Medical Society, you have a Speakers’ Bureau, 
so that you can send speakers to the Rotary, 
the Moose, Lions and to all the clubs, so that 





all their families may find out what is going 
on in medicine and keep abreast of the times. 

Through our Bureau of Health and Public 
Instruction, we made a liaison with the Par- 
ent Teachers’ Association, the National Ed- 
uecational Association and various groups of 
similar type. Altogether, there is no phase of 
human life in the United States today which 
medicine does not approach at some point, and 
in which the physician has not a tremendous 
influence. 

I should like to mention particularly the re- 
lationship to education, because it is now ten 
years since the National Education Association 
put health as the most important point that 
can be covered in the curriculum. Health is 
quite definitely integrated in the curriculum as 
a whole. Instead of teaching the children only 
reading, writing and arithmetic, they find out, 
in addition, certain facts about getting a right 
amount of milk daily, they find out about vita- 
mins, the importance of fats and the mineral 
salts. They also find out about the early symp- 
toms of infectious diseases, diphtheria, smallpox 
and the like. In that way, health is quite defi- 
nitely in the curriculum. 

Although children study about the downfall 
of Rome, Caesar and the great generals, they 
also find that malaria ravaged Rome at one 
time, being carried by the mosquito. They find 
that the mosquito was as important in the down- 
fall of Rome as the habits of lasciviousness, the 
latter being more interesting but not so im- 
portant. Here again, we have an integration 
of medicine and the public knowledge, which is 
a matter of greatest importance for the public 
health and one of which we should take due ac- 
count. 

As most of you know, previous to 1900, 
there was little interest in the United States in 
the question of pure foods and drugs and the 
control of patent medicines. Upton Sinclair 
wrote ‘‘The Jungle’? and Samuel Hopkins 
Adams wrote “‘The Great American Fraud’’ 
in the Ladies’ Home Journal. This was soon 
reflected in the Journal of the American Med- 
ical Association. Then under the first Roose- 
velt, we developed a law having to do with the 
control of foods and drugs. This is a matter 
of great interest to the medical profession, be- 
cause we have found it important to try to con- 
trol quackery of all kinds, as well as miscella- 
neous adulterations and misbranding. The law 
which was passed in 1904 seems wholly inade- 
quate today. The reason is, of course, that 
since 1904, we have had a tremendous increase 
in advertising as an industry. Today, the vast 
majority of people who buy things buy them 
not from what they see on the package or the 
label, but from urging by advertising on bill- 
boards, industrial cards, in the newspapers and 
magazines and over the radio. What they read 
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in the newspapers and hear over the radio is 
by far the greatest educational influence in 
the United States, far exceeding the influence 
of the schools, lectures or any other type of 
education given to the public. Thus, as a re- 
sult of the growth of modern advertising, with 
a complete lack of control over what the adver- 
tiser may say, we have a condition in the field 
of food and drugs and patent medicines far 
worse than the condition existing in 1904, when 
the first Food and Drug law passed. 


Moreover, we know today that the control of 
public opinion by the modern method of propa- 
eanda is the way we get legislation and keep it 
after we get it. We find ourselves in what doec- 
tors are prone to call a “‘vicious circle’. We 
find a eendition which ought to be cured, but 
which we cannot cure because the things we 
would use to cure it cannot be reached by us, 
beeause we do not have the system for using the 
means required. In other words, the very peo- 
ple who ought to be supporting legislation for 
an ideal situation, with relation to food and 
drugs, such as radio and newspapers find it 
against their own interests to support adequate 
legislation, because that would cut down great- 
iy on their incomes. 

This week, there came out of Congress, after 
two or three years of vicissitudes, some legisla- 
tion which seemed at first exceedingly promis- 
ing. Yet the bill which is now reported out ot 
the house with recommendations for passage, has 
undergone a form of plastic surgery, which leg- 
islation frequently undergoes in these United 
States. Instead of getting the legislation we 
should have to take care of the situation, we have 
a sort of monstrosity which is not going to be 
good for anybody. Even its progenitors will 
not be willing to claim it. 


Such incidents indicate the great importance 
of having the medical profession strictly aware 
of what is going on in the field of legislation’ 
and in having, in every medical society, commit- 
tees on public relations, and committees on all 
the special affairs which concern the medical 
profession and which concern equally the health 
of the publie. 

seginning eight to ten years ago. there was, 
and persists vet to some extent, a definite trend 
in the United States toward the socialization 
of medicine. You know the efforts made by the 
Committee on the Costs of Medical Care, and by 
the Rosenwald Foundation, to endeavor by means 
of propaganda and other technics to cause the 
vast majority of the people of the United States 
to get the idea that their only salvation lay in 
socialized medicine. It is no secret that that is 


the platform of the Socialist party, perhaps not 
with the hope of adopting it this vear, but they 


their party platform stating that medicine 
should, like edueation, be socialized and put on 
the same plane as education for the vast ma 
jority of the people. 

In eight or ten state educational association 
before which I have spoken, the leaders of edu 
cation are quite averse to this sort of proce- 
dure. They are hoping that the time will come 
when education can be less socialized, in order 
that it may make progress instead of retrogress- 
ing. In other words, they, themselves, recog- 
nize What has happened to education through 
certain forms of socialization that have taken 
place, and they are actually looking forward to 
a time when education may be taken out of the 
doldrums and begin to do what it really can do 
when given the proper control. 

We do not want to see medicine put on that 
plane. We have bent every effort with our 
membership in the United States to averting 
such a disaster. It has been rather successfully 
averted up to now. We feel certain that 
compulsory sickness insurance, either under a 
system of taxation or otherwise, would have 
been a part of social security. had not organized 
medicine made its influence felt where it was 
needed. 

At the meeting of the American Medieal As- 
sociation held in Kansas City, the eandidate for 
the Republican nomination for President stated 
quite definitely his opposition to the regimen- 
tation of medicine, and also stated quite defi- 
nitely his belief in the personal responsibility 
of the doctor to the patient and of the patient 
to the doctor. No longer ago than yesterday, 
President Roosevelt, in a message sent to the 
American Conference on Social Welfare, meet- 
ing in Kansas City, emphasized to the social 
welfare workers (the body chiefly concerned 
in the attempt to break down our structure) 
the importance of recommending that the human 
being must be considered, not as an individual 
to be counted up in statistics, but as a person 
who requires the kind of human eare that medi- 
cine has always given to ailing beings in the 
past. If we want to continue to maintain our 
interests in public relationships, we will con- 
tinue to have the influence which makes it pos- 
sible for the doctors to say how medicine shall 
be practiced. 


MISCELLANY 


ANNUAL MEETING 


The next annual meeting of the New Hampshire 
Medical Society will be held in Manchester, New 
Hampshire on Tuesday and Wednesday, May 18 and 
19, 1937. 





There is a plank in 


are looking to the future. 












ve 
(| 


aS 


or 
a] 


n- 


lire 
ew 
and 


VOL. 215 
NO. 20 


NEW HAMPSHIRE 


MEDICAL SOCIETY 925 





PERSONALS 


Dr. Albert Philip LaFrance of Laconia Was mar- 
ed to Miss Dorothy Marie LaFarr on June 27, 1936. 
‘yr, and Mrs. LaFrance sailed on the S.S. California 
for a two months’ honeymoon trip in England. 

Miss Dorothy Alden and Dr. Raymond J. Turley 
of Meredith were married at the Congregational 
Church in that town on Tuesday, September 15. 

Dr. Walter H. Lacey of Keene gave a talk on 
“Some of the Fundamentals of First Aid Treatment, 
Particularly as Regards Accident Cases,” before the 
members of the Norris Brotherhood of Grace Meth- 
odist Church on September §&. 

Dr. Merrill Moore of Boston spoke on “Some His- 
torical Aspects of Neurosyphilis’” on the evening of 
September 8 before the New Hampshire Medical 
History Club of the New Hampshire State Hospital. 

Dr. Joseph E. Larochelle of Manchester was se- 
lected as a member of the Administration Board of 
the Association des Medecins de Langue Francaise 
de l’Amerique du Nord (North American French- 
Speaking Doctors’ Association) which was held at 
Montreal recently. 

Dr. Ezra A. Jones of Manchester was a member of 
the General Committee arranging for the third an- 
nual gathering of physicians from Maine, New Hamp- 
shire, Vermont, Massachusetts and Canada at the 
Balsams, Dixville Notch, over Labor Day week-end. 
Dr. L. G. Dearborn of Manchester was on the ban- 
quet Committee. 


HOSPITALS 


The recent benefit performance of the Yale Pup- 
petters at Peckett’s Playhouse, Sugar Hill, netted 
the Woman’s Board of the Littleton Hospital the 
sum of $1,000. As a result of this, the hospital is to 
have a fully equipped laboratory and new x-ray ap- 
paratus in charge of a full-time technician. 

Announcement was made just before the start of 
the annual Hospital Week in North Conway, Aug- 
ust 15-22, of a trust fund of $50,000 from the estate 
of Winthrop M. Pitman who died in Boston sixteen 
years ago. Mr. Pitman was born in Bartlett and 
bequeathed this sum to the hospital with the proviso 
that it would be held in trust and the income would 
zo to Mrs. Pitman during her lifetime. Mrs. Pitman 
lied the latter part of July. 

The new Mitchell Memorial Hospital at Brentwood 
vill be ready for patients or on about November 1. 
The building will have 35 beds. 

A meeting of campaign workers of the Mary Hitch- 
cock Memorial Hospital was held in College Hall, 
October 1, for the purpose of launching the drive for 
$300,000 to build four new hospital units. Congress- 
man Charles W. Tobey and Rt. Rev. John T. Dallas 
spoke on the program at which the Dartmouth Col- 
lege Band and Glee Club entertained with Dart- 
mouth songs. Edgar H. Hunter of Hanover, Chair- 
man, presided. 


The Portsmouth Hospital Guild held its first meet- 
ing this season on October 2. Twenty-two mem- 
bers were present and much work was accom- 
plished. 





CANCER 
Deaths from cancer increased in New Hampshire 
last year, according to the July issue of Health, the 
monthly bulletin of the State Board of Health. The 
total number of deaths for 1935 was 786, an increase 
of 31 over 1934. 


CLINICS 

Tuberculosis clinics were held in Keene, Marlboro 
and Rindge during October. The clinics were in 
charge of Mrs. Mildred Aiken, county nurse. 

Twenty-eight babies were examined at the Clinic 
in Elliot Community Hospital, September 25. Dr. Wal- 
ter F. Taylor was examining physician. The clinic 
Was under the supervision of Miss Ann Savage, Su- 
perintendent of Nurses for the Keene District Nurse 
Association. 


MATTERS OF INTEREST TO NURSES 


Hospital Superintendents who attended the Amer- 
ican Hospital Association meeting in Cleveland, Ohio, 
recently were Miss Lillian Williams, Laconia; Miss 
Mabel Parsons, Franklin; Miss Hazel Fuller, Man- 
chester; Miss Louise Thompson, Keene; Miss Mary 
Whittaker, Concord, and Mrs. Alice Cleland, Concord. 

The quarterly meeting of the Keene District Nurs- 
ing Association was held October 5. Miss Ann Sav- 
age, Superintendent of Nurses, gave a report of the 
visits during the last quarter as follows: Total num.- 
ber of visits, 1,144. Of these 495 were medical; 305 
surgical; 150 obstetrical; 130 newly born; 64 wel- 
fare. 

The October meeting of the Board members of the 
Portsmouth District Nursing Association was held 
on October 7. Following this, a special meeting was 
held at which time it was decided to hold the an- 
nual meeting in January instead of July. 


RECENT DEATHS 


DOUGHERTY—Thomas J. Doucuerty, M.D., son of 
William and Katherine Gregg Dougherty, was born in 
the town of Schaghticoke, N. Y., on October 23, 1868. 
He attended the public schools of that town and later 
in Troy, N. Y. He received his medical education at 
the Baltimore Medical College which later merged 
with the University of Maryland, and was graduated 
in 1894. After serving as an intern in a Pennsylvania 
hospital, he went to Somersworth, N. H., where he 
practiced until the time of his death on July 4, 1936. 

In 1897 he married Miss Alfreda McLean, of Pough- 
keepsie, N. Y. 





Dr. Dougherty was a member of the American 
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Medical Association, the New Hampshire Medical 
and the Strafford County Medical Societies. Fra- 
ternally, he was a member of the Catholic Order of 
Foresters, Ancient Order of Hibernians and the Dover 
Lodge of Elks. 

He is survived by his widow; two sisters, Mrs. 
Frances Bragg and Miss Katherine Dougherty, and 
a brother, John Dougherty, of Poughkeepsie, N. Y. 





DIXON—JAMES H. Drxon, M.D., died at the Ports- 
mouth Hospital on September 20, 1936, following a 
long illness. He had practiced in Portsmouth for 
nearly forty years. 

Dr. Dixon was fifty-nine years of age and a native 
of Portsmouth. He was graduated from the Ports- 
mouth High School, and the Bowdoin Medical 
School in 1898. After serving his internship, he 
opened his office in Portsmouth. He served as city 
physician and also was chairman of the Board of 
Health during the influenza epidemic in 1918. 

Dr. Dixon was a member of Portsmouth Medical 
Society and a former member of the New Hampshire 
Medical Society. 

He is survived by. one 
McGlinchey, of Portland, Me. 


sister, Mrs. James F. 





CROWELL—The body of Georce M. Crowe Lt, M.D., 
was found in a field in Pembroke cn August 12, 1936, 
after 200 men had searched for him when he had 
failed to return to his home after exercising his dog. 
Death was pronounced due to a heart attack. 

Dr. Crowell was 64 years of age and a native of 
Providence, Rhode Island. He graduated from Brown 
University in 1894, and Harvard Medical School, cum 
laude in 1899. He practiced in Providence, R. L.; 
Canaan and Candia, N. H., before going to Pem- 
broke, where he practiced for nine years until his 
death. 

Dr. Crowell was a member of the Merrimack Coun- 
ty and New Hampshire Medical Societies and the 
Manchester Medical Association. He was also a Ma- 
son and an Odd Fellow. 

Dr. Crowell is survived by his widow 
daughter, Mrs. A. Dayle Wallace, of Omaha, Neb.; 
one grandchild, Sylvia Crowell Wallace, and one 
brother, Arthur F. Crowell, of Ashland, Mass. 


and one 





ROBINSON—J. FRANKLIN Roprnson, M.D., the last 
surviving member of the original staff of the Elliot 
Hospital, died at his home in Manchester, N. H., on 
September 5, 1936, after an illness of several years. 

Dr. Robinson was born in Wenham, Mass., in 1863, 
but had been a resident of Manchester since he was 
15 years of age. He received his medical degree 
from Harvard Medical School in 1886. After visiting 
some of the hospitals abroad, he returned to Man- 
chester to practice. He served as surgeon for the 
Boston & Maine Railroad for 35 years and was also 
surgeon for the Stark Mills for many years. 

Recently he was awarded official recognition 
the New Hampshire Medical Society at its annual 


by 


cian in the State, having practiced in Manchester 
for 50 years. 

Dr. Robinson was a member of the American Medi- 
cal Association, New Hampshire Medical Society, 
Hillsborough County Medical Society, Manchester 
Medical Association and the New Hampshire Surgical 
Club. Fraternally, he was a member of the Wash- 
ington Lodge of Masons, Mt. Horeb Chapter, Adoni- 
ram Council, Massachusetts Order of the Loyal Le- 
gion and the American Legion, Sweeney Post. 
Survivors include the widow, Mrs. Grace Robinson, 
a sister, Miss Annie Robinson, and several cousins. 





DELANEY—Epwarp J. DELANEY, aged 58 years, 
member of the Senior Medical Staff at the Margaret 
Pillsbury Hospital and a practicing physician in Con- 
cord, N. H., for 32 years, died at the Hospital on 
October 21, 1936. 

Dr. Delaney was born in Nashua, N. H., on April 
13, 1878, son of Patrick and Katherine (Eagan) 
Delaney. He attended St. Anselm’s College, gradu- 
ated from Dartmouth College and received his medi- 
cal degree from Baltimore Medical College in 1903. 

He was on the State Prison staff for 22 years and 
was a member of the St. Paul’s School examining 
staff. During the World War he was commissioned 
as first lieutenant in the Medical Corps. 

Dr. Delaney was a member of the city, county and 
state medical societies. Fraternally he was a mem- 
ber of the Wonolancet Club, Concord Council, Knights 
of Columbus, and the Concord Lodge of Elks. 

A sister, Mrs. Frank Clancy, and a brother, Mark 
Delaney, both of Nashua, survive him. 

DRESSER—NorMAN B. Dresser, M.D., prominent 
Berlin, N. H., physician, was found dead from a heart 
attack on October 20, 1936. 

Dr. Dresser was born in Berlin 42 years ago, son 
of Mr. and Mrs. Loren Dresser. He was a graduate 
of Berlin High School and attended Dartmouth and 

20wdoin Medical Schools. For 2 years he served 
the City of Berlin as health officer and, for a number 
of years, held the post of medical examiner and 
coroner. 

Dr. Dresser is survived by his widow, Mrs. Olive 
Lavaliee Dresser; a daughter, Nancy; his parents, 
of Quebec; and two brothers, Clarence J. of Cleve- 
land, Ohio, and Jacob W., of Brooklyn, N. Y. 





LEAVITT—Byron Cuartes Leavitt, M.D., died at 
his home in Duxbury on August 18, after a long 
illness. 

Born in Waterboro, Maine, September 24, 1858 
the son of Benjamin and Ethelinda (Deering) Leav- 
itt, he graduated from Dartmouth College in 1881 
and from the Harvard Medical School in 1887. Fol- 
lowing a period of study in Europe he practiced in 
Denver, Colorado, until 1905, when he removed to 
Duxbury. Here he followed his profession, so far 


as his health would permit, until his final illness. 
His widow, Alice Silsby (Appleton) Leavitt, sur- 
vives him. 
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ent 


art 


son 
ate 
ind 
ved 
ber 
and 


live 
nts, 
eve- 


i at 
long 


1858 
eav- 
1881 
Fol- 
d in 
d to 
» far 


Ss. 


sur- 


VOL. 215 
NO. 20 





MEDICAL PROGRESS—HAYDEN 


927 















BY E. PARKER 







LOCAL ANESTHETICS 











NE of the interesting advances in the treat- 

ment of diseases of the anus and lower rec- 
tum consists in the use of certain oil soluble 
local anesthetics which produce a satisfactory 
anesthesia during the operation and a prolonged 
period of anesthesia afterward. Various re- 
ports on the use of these different agents have 
appeared in the journals both here arid abroad, 
among which the several articles abstracted be- 
low are typical. 

From the Rectal Clinic of the Beth Israel 
Hospital in Boston, Steinberg’ reports his ex- 
perience with the use of three local anesthetic 
agents in the treatment of anal fissure. Two of 
these he has discarded in favor of the third 
solution which has proved much better in re- 
spect to degree of anesthesia. 











































































































Benacol, para amino benzyl-benzoate and 
pheno-methylol, equal parts in sweet almond oil, 
was used by Yeomans, Gorsch, and Mathesheimer 
in 1929. The same year Gabriel described a 
solution, which he ealled A.B.A., composed of 
anesthesin 3 per cent, benzyl aleohol 5 per cent, 
and ether 10 per cent in sterile oil. Both of 
these preparations produce in some cases con- 
siderable pain during injection and for a while 
afterward. 





















































Definitely superior to either of these is a 
preparation of nuperecaine base .5 per cent, 
benzyl aleohol 10 per cent, and phenol 1 per 
cent in sterile oil of sweet almond. Steinberg 
reports the use of this in thirty cases of anal 
fissure. There was some pain for one to three 
hours afterward in eight cases, whereas the re- 
maining twenty-two had no pain. The anes- 
thesia comes on quickly, permitting excision 
of a sentinel pile if indicated, and lasts seven 
to ten days. The solution is injected beneath 
the fissure and into the sphineter also, using 
a total of about five cubie centimeters. 



















































Simmons* gives a brief review of the require- 
ments of a good local anesthetic, and a discus- 
sion of the ones in widest use is given, together 
with the conclusion that the following solution, 
first suggested by Gabriel, is most efficient: 
nupereaine .5 per cent, phenol 1 per cent, benzy! 
alcohol 10 per cent in oil of sweet almonds. 
Simmons reports the use of this anesthetic 
agent alone in thirty hemorrhoidectomies with 
prolonged anesthesia and good relaxation of the 






















*Hayden, E. Parker—Chief of the Rectal Clinic, Massachusetts 
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sphineter in each case. Procaine is used in the 
skin, and the oil solution is then injected deep- 
ly into the region of the sphincter through an 
anterior and a posterior puncture, using three 
to five cubie centimeters of solution in each area. 
Care should be taken not to pool the solution 
in any one area lest an abscess result. Anes- 
thesia lasts from seven to ten days. 

Diothane, or piperidinopropanediol di-phenyl- 
urethane hydrochloride, in a .5 per cent or 1 
per cent aqueous solution, was used by Smith*® 
as a local anesthetic of long duration in a total 
of seventy-three cases with generally good re- 
sults. Forty-two of the cases comprised the au- 
thor’s own series, and the others are reported 
by courtesy of two colleagues. The drug is in- 
jected in the perianal tissues, using a minimum 
of five cubic centimeters. It may be used alone, 
for office operations, or injected at the end of 
an operation under other types of anesthesia, 
in order to produce lasting anesthesia. The 
duration of anesthesia varied from twenty to 
seventy-two hours. This anesthetic, being in 
aqueous solution, would not be expected to give 
so lasting an effect as one of the oil soluble anes- 
theties. 

Morgan‘ has decided, after a process of elim- 
ination of various other local anesthetics, that 
the following solution is most satisfactory for 
use in and around the anus: procaine base 1.5 
per cent, butyl-para-aminobenzoate 6 per cent, 
benzyl aleohol 5 per cent in sterile almond oil. 
This gives a certain and prolonged anesthesia 
up to seven to twenty-eight days, painless indue- 
tion if injected slowly, no severe after-pain, is 
comparatively nontoxic, and gives good muscle 
relaxation. It may be used in amounts up to 
twenty to thirty cubic centimeters. 


HEMORRHOIDS 


The treatment of internal hemorrhoids by the 
injection of a mildly irritating chemical solu- 
tion has continued to hold favor with a great 
many surgeons. It may be stated in general that 
this method which is applicable only to the treat- 
ment of internal hemorrhoids, will eliminate 
bleeding and protrusion of the hemorrhoids after 
one or more treatments; and if continued for a 
longer period, will produce a correspondingly 
more permanent relief from symptoms. 

Balch® has made a study based on an analvsis 
of three hundred and fifty-nine eases of internal 
hemorrhoids treated by injection in the Rectal 





Clinic of the Massachusetts General Hospital. 
He emphasizes the fact that only internal hem- 
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orrhoids can be treated by this method. The 
various types of injection solutions are reviewed. 
with the conclusion that 5 per cent quinine and 
urea hydrochloride has proved most satisfactory 
and is now used almost entirely in this clinic. 
The technie of injection is described in detail. 
There is usually no discomfort associated with 
the actual injection, but a stinging pain or ache 
often comes on twenty or thirty minutes later 
and lasts about an hour. <An average of three 
or four injections at weekly intervals is given. 
Complications are few and rarely ever severe. 
During a two-year period there were thirty-two 
cases in which a slough occurred—tive from tlie 
use of 5 per cent phenol in oil, and twenty-seven 
cases in which quinine and urea hydrochloride 
were used. In considering these figures it should 
be remembered that the great majority of cases 
were injected with the latter solution. None of 
these sloughs were severe and all subsided in 
Severe pain occurred in three 
cases and prolapse of the hemorrhoid with 
thrombosis in seven cases. This was thougit 
to be due to the fact that the prolapse was not 
replaced promptly after its occurrence. During 
the years 1929 to 1932, the number of cases 0! 
internal hemorrhoids operated on in the hos- 
pital steadily decreased trom forty-two per year 
down to only five. (Since that time there has 
been a swing back to operation in an increas- 
ing number of cases because of recurrence. 
Balch concludes that the injection treatment is 
satisfactory in 85 per cent to 90 per cent of 
cases of internal hemorrhoids, that it is almost 
painless, practically free from serious compli- 
cations, and that most of the patients are sat- 
isfied with the results. 


a week or two. 


PRURITUS ANI 


This symptom complex continues to be a 
source of concern both to the patient and t 
the physician attempting to treat the disease. 
There has been very little progress of any con- 
sequence in respect to a discovery of the rea! 
cause or of a satisfactory treatment which can 
be relied upon to cure all eases. It seems to 
be definitely established that many of 
pruritus are due to infection of the periana! 
skin with one or more of the various types of 
fungi. The prompt response of a certain num- 
ber of cases to treatment with one of the fungici- 
dal ointments bears out this statement. There 
is, of course, a great variation in the degree of 
discomfort experienced by sufferers from this 
trouble and in many instances the symptoms are 
very slight. There are, on the contrary, a cer- 
tain number of people in whom the itching is so 
severe that one is justified in the use of rather 
radical measures directed toward alleviating the 
symptoms. 


Cases 


results in the treatment of intractable anal pru- 
ritus by subcutaneous injection of 70 per cent 
alcohol following an equal amount of procaine 
solution previously injected in the same area. 
This dilutes the alcohol to a 35 per cent solu- 
tion and makes the injection almost painless. 
The procedure is carried out in the office, in- 
jecting about one-fifth of the perianal area at 
intervals of four or five days. Of twenty-two 
patients sixteen experienced complete relief for 
a year or more, four were partially relieved, 
while two could be considered failures. 
There were small sloughs in six cases, and no 
serious complications. Injection must be car- 
ried out subcutaneously, not intradermally, and 
care taken to spread it evenly and to avoid get- 
ting into ‘the sphincter or near the urethra i 
the male. This is essentially the method em- 
ployed at the Mayo Clinic by Buie with good 
results. 


Cases 


EXPERIMENTAL WORK 


Carlson and Orr? made kymographie tracings 
of the ileum and jejunum of normal dogs before, 
during, and ‘after the administration by rectum 
of various enemas. Tracings of the ileum were 
taken through ileostomy openings, those of the 
jejunum through recently prepared Thiry-Vella 
loops. 

The results were as follows: Enemas of tap 
water and soap suds, physiologic salt solutions, 
and a mixture of magnesium sulphate, ox-gall, 
glycerine, and water, and injections of air did 
not show any effect on the motility of the small 
intestine. Hypertonic salt enemas in concentra 
tions of 2 per cent, 10 per cent, 20 per cent, and 
56 per cent regularly increased peristalsis in 
from five to ten minutes, the greatest effect being 
in the strongest solutions. The stronger salt 
solutions produced severe proctitis. The practi 
cal effect of the study was to demonstrate that 
the ordinary weak enemas are of value only in 
emptying the colon and not in relieving small 
intestine distention. 

The same authors* also conducted experiments 
with the application of heat loeally on the ab- 
dominal wall in an effort to see whether there 
was any rise in temperature within the abdo- 
men. They summarize several previous articles 
of a similar nature in which hot steam or jets of 
hot water were used, also the use of various dia- 
thermy applications, electrie pads, infra-red rays 
and so forth. No effect was noted from these 
methods except in the use of diathermy where a 
rise of 1° F. was noted. In the authors’ experi- 
ments the temperature was taken by the use of 
a long thermometer inserted through the anus 
into the midcolon. The use of heat for one hour 
on the abdomen of small dogs resulted in an 
average rise in temperature within the intestine 
of 1.2° F. Average rise in general body tem- 





Haskell and Smith® have obtained satisfactory 
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colostomies showed an average rise of .2° F., 
but in one child the rise was .8° F. The pres- 
ence of infection seemed to have no influence 
‘ither in inereasing or decreasing the penetra- 
tion. In conclusion, the experiments seemed to 
show that there was a definite rise in tempera- 
‘ure within the abdomen if the abdominal wall 
was not too thick, and prolonged application did 
iot increase the degree of penetration. 

Curry and Bargen® carried out some inter- 
esting experiments on the powers of absorption 
and exeretion of the distal segment of the left 
colon in man subjected to a loop, or double-bar- 
reled, colostomy. Such a distal loop can be 
thoroughly cleaned out, from stoma to anus, 
and substances introduced into it can be fully 
recovered for study. The complication of hav- 
ing fluid’ pass up into the ileum is eliminated. 
Methylene blue, atropine, glucose, and sucrose 
were used in separate studies. <All of these 
were shown to be absorbed. Methylene b!ue and 
sucrose were excreted in the urine. Arsenic 
taken by mouth as neoarsphenamine, was ex- 
ereted both in the urine and in the distal see- 
ment of colon. The distal segment of bowel did 
not exerete glucose, methylene blue, or sucrose 
taken oraliy. These observations are of value 
in helping to settle some uncertainty as to the 
powers of absorption of the left colon, and con- 
firm the value of using the rectum as a means 
of getting water and sugar into the body eir- 
culation. 

The use of electrosurgical coagulation in the 
anastomosis of hollow viscera is again brought 
up for consideration in an article by Wadhams 
and Carabba.'® Previous experimental work on 
this subject was done by Ward, and also by 
Briggs and Whitaker, working independently 
but published at approximately the same time. 
The theory of this type of anastomosis is based 
on the fact that two loops of bowel wall, prop- 
erly coagulated, and then opposed to each other 
by sutures around the periphery, will establish 
an anastomosis in from thirty-six to forty-eight 
hours after operation. A line of coagulation is 
made along each loop, corresponding to what 
would be the line of incision in an open anasto- 
mosis. This is done by a series of punctures 
through the serosa into the muscularis, with 
just the proper degree of coagulation which by 
experience the authors find will destroy the 
mucosa also. <A fifteen hundred milliampere 
current, continued to the point when the first 
blanching turns to a dirty gray color, is just 
right. After suture of the two loops together, 
with the lines of coagulation opposing each 
other, complete sealing of the periphery occurs 
before the coagulated area gives way and the 
stoma becomes patent. The method was _ sue- 
cessful experimentally in side-to-side anasto- 
mosis of the colon, anastomosis of duodenum to 
ascending colon, in gastroenterostomy, cholecyst- 





gastrostomy, ureterocolostomy, and in eutting 
the spur in a Mikuliez procedure. The authors 
have never seen a secondary hemorrhage! Fif- 
teen diversified anastomoses were carried cut on 
dogs, and one on a human being, without mor- 
tality, leakage, infection, or hemorrhage. 


ANAL FISTULA 

A careful microscopic study by Tucker and 
liellwig’? based on over four hundred specimens 
of the anal region, including fifteen millimeter 
end thirty millimeter embryos, has shown defi- 
nite tubular glands which terminate in the erypts 
of Morgagni. They are lined with stratified col- 
umnar epithelium which becomes cuboidal in the 
smaller branches. These glands coincide with 
the anal glands of the rabbit, dog, pig, and 
chicken, and probably developed at the same 
time, embryologically, as the prostate and para- 
urethral ducts. The infection which leads to 
perianal abscess and fistula undoubtedly starts 
as an infection in these glands. 

Chisholm and Gauss’? present an analysis of 
seventy-one cases of proved or probable ano- 
rectal tuberculosis and one hundred and _ six 
nontuberculous cases used as a control. The 
question of the relationship of tuberculosis to 
perianal abscess and fistula has been long dis- 
puted and there is a wide divergence of opin- 
ions on the matter. Of the one hundred and 
six cases with ischiorectal abscess or fistula in 
patients clinically free from pulmonary tuber- 
culosis, tubercle bacilli were not demonstrated 
in a single case by guinea-pig test or culture 
method, and histologic section showed giant cells 
in only two instances. On the other hand, in 
thirty-one cases of active pulmonary tubercu- 
losis and eighteen cases of arrested pulmonary 
tuberculosis, similar material yielded the tuber- 
cle bacillus in 77 per cent and 55 per cent of 
the cases respectively. The authors emphasize 
that because the patient has pulmonary tuber- 
culosis, it does not necessarily follow that the 
rectal lesion is tuberculous. The authors are 
quite optimistic about the outcome in the surgi- 
cal treatment of tuberculous fistulas. They ad- 
vocate the use of sacral anesthesia and cauteri- 
zation of the fistulous tract, feeling that this 
tends to stimulate fibrous tissue formation as 
well as destroying the tuberculous tissue and 
sealing off the lymphatics. Chisholm operated 
upon seventy-one tuberculous patients, obtain- 
ing a clinical cure in 98 per cent of the cases in 
from six weeks to three months. It is. esti- 
mated that from 3 to 5 per cent of the patients 
having pulmonary tuberculosis develop anoree- 
tal complications and these are generally tuber- 
culous in character. 


MELANOSIS COLI 


Zobel and Susnow™ discuss this interesting 
condition of pigmentation in the colon which 
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was described first by Virchow in 1858. Vary- 
ing in shade from a light grayish-brown to a 
deep brown, almost black, this pigment is con- 
sidered to be melanin or closely akin to it. 
Bockus feels that laxatives of the anthracene 
group, the commonest of which is cascara, are 
important factors in the production of this con- 
dition. In two hundred proctoscopies Zobel and 
Susnow found melanosis in seven (3.5 per cent). 
All were constipated and all had taken ecascara. 
The condition has no clinical significance, and 
will usually disappear in part when the laxa- 
tive is stopped. (This latter point, and the re- 
lationship to use of cascara, has been confirmed 
in the experience of the Rectal Clinie at the 
Massachusetts General Hospital.) 


ULCERATIVE COLITIS 


Cattell’ reviewed briefly the clinical course 
in acute and chronic ulcerative colitis, and the 
surgical indications in both types. The desira- 
bility of ileostomy rather than colostomy in 
cases with disease limited to the terminal or 
left colon was emphasized by the fact that in 
the only two eases in which colostomy alone was 
done the disease subsequently involved the 
colon proximal to the stoma. In two other cases 
in which the entire bowel distal to the stoma was 
resected, the remaining colon has been free 
from disease. The Lahey Clinic series, herein re- 
ported, consisted of sixty-three patients of whom 
one-third (twenty-one cases) came to operation. 
Ileostomy was performed fourteen times with 
five deaths, all in the acute toxic cases. One 
death was the result of perforation, one was due 
to coronary thrombosis, and three resulted from 
the severity of the disease, with the slight extra 
shock of the operation. Three patients were 
cured by complete colectomy in stages, and six 
were submitted to partial colectomy for local- 
ized disease. If performed in divided operations 
colectomy can be done with low mortality and is 
the only way in which the patient can be re- 
lieved, if ileostomy is insufficient to quiet the 
process. 

MeKittrick and Miller’® report the surgical 
aspects of a series of one hundred and forty- 
nine cases of chronic idiopathic ulcerative colitis 
from the wards of the Massachusetts General 
Hospital during a twenty-year period. A re- 
view of symptoms places bleeding as an almost 
constant sign—mentioned in 87 per cent of the 
eases. Diarrhea always is present as would be 
‘expected, though constipation also may occur 
in the earlier stages. The mode of onset va- 
ried, being sudden in some eases, gradual in 
others, and remissions were characteristic of this 
series as of others. Sequelae included perianal 
infections, polyneuritis, hemorrhage, and later 
polyposis. Proctoscopy was the chief aid in 


junct. There were twenty-seven deaths in the 
series of one hundred and forty-nine cases, an 
18 per cent mortality—the chief causes being 
peritonitis from perforation, widespread sepsis, 
pneumonia, and liver abscess. Ileostomy is fa- 
vored as the surgical procedure of choice in the 
intractable cases and is often a life-saving pro- 
cedure in conjunction with transfusions. Even- 
tually 40 per cent of the series were submitted 
to this operation, and about 40 per cent of those 
surviving it demand subtotal colectomy be- 
cause of later continued hemorrhage or failure 
of the infection to’subside. The results of this 
radical procedure are excellent. 

Bargen and Dixon'® report twenty-five cases 
of carcinoma and two of lymphosarcoma super- 
imposed on long-standing cases of chronic ul- 
cerative colitis. A sudden increase in bleed- 
ing with development of pain seemed to mark 
the onset of the change. The symptoms of the 
two diseases are so much alike that the neces- 
sity of prompt proctoscopy in case of any in- 
crease in symptoms in a ease of colitis is quite 
evident. Partial or complete colectomy, under 
these circunistances, would seem to be indicated. 
The five cases which survived this procedure 
had preliminary vaccination with the Bargen 
diplostreptococcus vaccine, concentrated serum, 
or both, whereas only seven of the twenty-two 
eases which died had been given this treatment. 

Dr. Henry W. Cave" presented a case of a 
fifty-four year old man who began to develop 
symptoms of large bowel obstruction with pas- 
sage of some blood and mucus. He was proc- 
toscoped and it was felt that the lesion was a 
cancer of the rectum. Biopsy came back as in- 
flammatory tissue, but nevertheless the growth 
had the typical appearance of carcinoma. Be- 
cause of the fact that the patient had been in 
Chicago during the spring and summer of 1933, 
examination of stools was made and showed 
numerous Entameba histolytica. Barium enema 
showed narrowed lumen of the colon and smooth- 
ing out of haustral markings characteristic of 
colitis. Operation was deferred; and after be- 
ing given treatment for amebiasis, the growth 
diminished and eventually completely disap- 
peared. <A very similar case has Len seen re- 
cently at the Massachusetts General Hospital. 
Although these lesions are not common, they 
must be considered in the differential diagnosis 
from cancer. 

Rankin'* has added five cases to a previously 
reported series of six cases of complete colec- 
tomy for either ulcerative colitis or diffuse 
adenomatosis. He operates in three stages: first, 
ileostomy; secondly, colectomy to the rectosig- 
moid junction; and lastly, removal of the ree- 
tum. There was only one operative death in th« 
series. Of the eleven cases, one died eighteen 
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had developed on the polyps. Another died 
after hysterectomy elsewhere two years later. 
The remaining eight are alive, well and work- 


ing. 


LYMPHOPATHIA VENEREA (LYMPHOGRANULOMA IN- 
GUINALE)—THE ETIOLOGIC FACTOR IN ‘‘ BENIGN”? 
STRICTURES OF THE RECTUM 


This disease continues to hold the interest of 
numerous investigators who are accumulating a 
steadily increasing supply of clinical and bac- 
teriologie facts, establishing more firmly the in- 
terrelationship of the several manifestations of 
the disease. The Frei test, deseribed in 1920 
by Wilhelm Frei, provides a means of estab- 
lishing definite diagnosis in suspected cases. Its 
specificity seems to have been established almost 
beyond question by the universal experience of 
a number of writers who secure positive tests 
in the eases which fit the picture of the dis- 
ease clinically, and just as consistently secure 
negative tests in their control series. Bacon’? 
has reviewed this particular angle of the situ- 
ation very thoroughly, and in his article quotes 
from the experience of a large number of writ- 
ers. A total of one hundred and fifty-eight 
investigators from twenty-one different coun- 
tries all recognized the value of the Frei test. 
In Baeon’s own series of one hundred and fif- 
ty-five cases clinically diagnosed, one hundred 
and fifty gave a positive test. Three others 
had positive Wassermanns. Bacon earried out 
two hundred and sixty-four control Frei tests 
all of which were negative. These results are 
typical of those obtained by numerous inves- 
tigators. 

A filtrable virus is considered to be the in- 
fective agent. Ravaut, Levaditi, and Cachera 
transmitted the disease through a guinea-pig to 
a monkey, and several other workers have re- 
produced it in guinea-pigs. 

The disease is characterized by a fleeting pri- 
mary lesion of the penis or cervix or vagina, 
with secondary infection of the inguinal glands. 
vulva, reetovaginal septum, or perirectal tis- 
sues. Elephantiasis of vulva or penis may oc- 
cur. Acute and chronic proctitis with later 
stricture formation is common, and often fistulas 
and granulomas of the anal outlet develop. 
Chronie inguinal adenitis with sinus formation 
should always suggest this disease. 

Bacon’s bibliography embraces one hundred 
and thirteen publications. 

Rainey and Cole*® report a series of twenty- 
three eases, all with positive Frei tests. All 
control tests were negative. It happened, also, 
that 28.5 per cent of their positive cases had 
positive Kahn tests. The syphilis was not con- 


sidered to be a factor in the production of the 
strictures, however. 
These authors report some success with the 





use of antimony and potassium tartrate, using 
five to seven cubic centimeters of a 1 per cent 
solution. twice a week for twelve to fifteen doses 
hypodermically. In several cases, however, toxic 
symptoms developed after injection — tachy- 
eardia, weak pulse, nausea and vomiting. An- 
other patient developed weakness of the legs 
which lasted several days but eventually cleared 
up. The drug must be used cautiously. 

Rainey and Cole mention a ease in which the 
incubation period was known to be five weeks, 
whereas ten days to three weeks is considered 
to be the usual period. They emphasize the se- 
verity of a general reaction often seen in women, 
especially Negroes, the fever reaching somewhat 
above 102° F. In this series, as in Bacon’s, 
positive Kahn tests were obtained, 28.5 per cent 
positive in the stricture cases and 33.3 per cent 
in the cases with other manifestations of lympho- 
pathia venerea. 

Hayes, Burr, and Harris”! report negative 
Frei tests in over two hundred control cases. 
They secured positive tests in 85.7 per cent of 
cases with inguinal adenitis and in 60.4 per 
cent of cases with rectal strictures. They also 
found twelve patients in whom they secured 
both positive and negative tests using different 
antigens. The degree of reaction in a positive 
test they feel varies directly with the amount 
of antigen injected. They disagree with Sulz- 
berger and Wise, who stated that when both 
syphilis and lymphogranuloma inguinale are 
present, the Frei test may be negative during 
the period of active syphilitic lesions and be- 
come positive after antisyphilitie treatment. Be- 
cause of the difference in reaction with differ- 
ent antigens, in their own series, they maintain 
that Sulzberger and Wise would have secured 
positive results earlier with other antigens. 

Hayes and his co-workers likewise suggest the 
possibility of this disease as well as gonorrhea 
being the etiologic factor in some urethral strie- 
tures (see paper by Gray abstracted below). 

In a previous publication Hayes had reported 
a large series of rectal strictures in which he 
considered gonorrhea to have been the basis of 
the trouble. He now desires to retract this state- 
ment, placing lymphogranuloma inguinale as the 
major cause but still feeling that some cases 
are due to gonorrhea or to five or six other 
causes. 

These authors also report rather encouraging 
results by the treatment of this disease with in- 
tradermal injections of the antigen. Inguinal 
adenitis cleared up in ten eases, and patients 
with rectal involvement became more comfor- 
table. 

Gray*’ has found eleven cases of lympho- 
pathia venereum in the gynecological clinie at 
Johns Hopkins Hospital. Nine had positive Frei 
tests. All were seen first with a chronic abac- 
terial urethritis, a condition first described by 
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Waelsch in 1904. Curth, in 1931, deseribed a 
male with enlarged inguinal nodes and urethri- 
tis. Smear showed leucocytes but no bacteria. 
The Frei test was positive. In 1932 Frei him- 
self reported a similar case. Kalz, Polak, and 
Bezecny have recorded other similar cases. 

The pathology of the disease, and its treat- 
ment, are reviewed, and the suggestion made 
that transfusions from a known healed case may 
offer possibilities in treating the disease. 

Martin,** in a paper read before the American 
Proctologie Society, emphasizes the tendency 
of Negroes to form sear tissue, and the resulting 
extreme reaction to infections with lympho- 
pathia venerea. Bacon’s paper, quoted above, is 
based on the same of the 
being the joint product of six Philadelphia men 
in several hospital services as well as in private 
practice. Martin mentions the rapid increase of 
these cases in Sweden, Germany, France, and 
Roumania. 

Redell’! reports one case with rectal involve- 
ment in which treatment with Frei antigen pro- 
duced considerable improvement in the passage 
of stools. 

J. P. Nesselrod,?> working at the University 
of Pennsylvania under the direction of Dr. O. 
V. Batson, injected the lymphatics of human 
fetuses at or close to birth and was able to dem- 
onstrate the lymphatie pathways of the geni- 
talia and rectum in a very convincing fashion. 
The gross specimens were rendered transparent 
by Batson’s modification of the Spalteholtz tech- 
nic and the lvmphaties then injected with either 
mereury or Gerota’s solution. The lymphatic 
pathways were clearly outlined, and demon- 
strated conclusively the intimate connection be- 
tween the lymphatie pedicles of the cervix and 
posterior vagina and those of the lateral rectal 
walls, through the uterosacral ligament and 
through the rectovaginal septum. In the male 
the drainage from the anterior urethra is di- 
rectly to the inguinal glands, though there is 
a connection between the posterior urethra and 
prostate and the perirectal lymphaties. These 
facts seem to explain satisfactorily the fact that 
rectal involvement in lymphopathia venerenm 
is much more common in the female than in the 
male. 

Dr. Nesselrod’s specimens are well worth a 
careful study by anyone visiting the Mayo Clinie. 

Bezeeny and Sagher*® report a case of a man 
with uleeration of the tongue and swelling of 
the Iymph nodes of the left side of the neck in 
whom tests for syphilis were negative and the 
Frei test positive. The patient had had_ per- 
verted intercourse with a woman who, four years 
previously, had a disorder of the inguinal lymph 
nodes. The author emphasizes that caution is 
necessary in declaring a patient with lympho- 
granuloma inguinale cured, for in this instanee 


series cases, series 





the woman was apparently cured, and she again 

became a source of infection four vears later. 
Von Haam and D’Aunoy,”* impressed by the 

evidence suggesting lymphogranuloma inguinale 


to be a generalized or systemic infection, under- 
took some studies of the spinal fluids of a 


number of cases in the acute stage of inguinal 
adenitis. Fever and headaches, often encoun- 
tered, suggest the possibility of cerebral involve- 
ment. Spinal fluid from these cases, all of 
which had positive Frei tests, was injected into 
white mice. In two instances the spinal fluid 
inoculation transmitted the disease to mice, and 
an emulsion of the brains of these mice later on 
produced strong cutaneous reactions in human 
beings with the disease. The evidence suggests 
a generalized dissemination of the virus in the 
early stages of the disease comparable to that 
which occurs in syphilis. 

Strauss and Howard** did some experimental 
work in connection with mouse brain antigens 
in the diagnosis of lymphogranuloma inguinale 
The usual antigen is prepared from sterilized 
pus obtained from unruptured inguinal buboes 
in a knowm human case. The disease can be 
readily transmitted to mice by intracerebral in- 
jection of the unsterilized pus, and mouse brain 
antigens have been subsequently used by several 
authors as material for diagnostic Frei tests. 
One antigen of this type is now on the mar- 
ket. The experiments of Strauss and Howard 
showed that mouse antigens, both the commer- 
cial and their own preparations, produced a five 
to seven millimeter papule in normal control 
subjects, whereas the antigen prepared from pus 
did not. In other words, the mouse brain anti- 
gens produced false positive Frei tests. This 
was true, whether or not the mouse had been in 
fected with the disease, showing a sensitiveness 
on the part of the control to the mouse brain it- 
self. Reactions were more pronounced using ma- 
terial over a month old. The papules, it is true. 
were larger in the cases where the mouse brain 
antigen came from an infected mouse. 

The authors conclude that the old style anti- 
gen made from the human pus is much more re- 
liable as a diagnostic agent. 

Dick?’ reports two of children who 
showed positive Frei tests, the mothers being 
known to have lymphogranuloma inguinale. In 
one case, that of a fourteen year old girl, infee- 
tion could have occurred in any one of three 
ways, during intrauterine life, at birth, or by 
contact with the mother later on. In the second 
case, however, that of a baby, the Frei test 
Was positive two weeks after birth and again 
five months after birth. If one accepts the idea 


Cases 


that Frei tests do not become positive in adults 
for several weeks after infection, it would ap- 
pear that this baby probably became infected 
in utero. 
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Quiroga and Bosq®® report twenty-nine cases 
of ‘‘inguinal lymphogranulomatosis’’ from the 
Dermatosyphilographie Clinie of Buenos Aires 
in the years 1929 to 1934. Of these cases the pri- 
mary lesions persisted at time of admission jn 
eleven. Three of these are described in detail. 
ive cases also had syphilis. All cases had ade- 
nitis and all but one developed skin sinuses 
from the infected glands. 

Pennoyer®! reports twenty-two cases of be- 
nign rectal stricture from the Outpatient De- 
partment of Roosevelt Hospital; New York City, 
over a three-vear period. Of these there were 
seventeen colored women, three white women, 
and two men. In no case could gonorrhea, syph- 
ilis, or tuberculosis be established as a cause of 
the stricture though five patients had positive 
Wassermanns. The author considers all the 
cases to be due to lymphogranuloma inguinale, 
and positive Frei tests were obtained in 81 per 
cent of the cases. 

Another series of cases of lymphogranuloma 
inguinale, largely in Negroes, is reported from 
the New Orleans Charity Hospital by Lichten- 
stein.’ In a four-month period one hundred and 
fifty-four cases were seen. Fifty-eight of these 
had reetal strictures and fifty-five had positive 
Frei tests. Two others were questionable, and 
one was negative. There was only one male in 
the fifty-eight cases, and fifty-five of the fiftv- 
eight were Negroes. Ten had positive Wasser- 
mann. tests. 

Five stricture cases came to autopsy, two of 
which had positive Frei tests during life. 

J. P. Loeckhart-Mummery and 0, V. Lloyd- 
Davies*® describe an operation applicable to 
certain types of fibrous stricture of the rectum. 
It is performed posteriorly under spinal anes- 
thesia in the Sims position, the coceyx is re- 
moved, and the rectum freely mobilized. The 
stricture is divided longitudinally into the ree- 
tum, extending to healthy bowel above and _ be- 
low. This incision is then sutured in the other 
direction over a large rubber tube which is 
passed through the anus and through the area 
of operation. By closing the opening trans- 
versely the caliber of this area is thereby in- 
creased and the stricture eliminated. The ar- 
ticle reports only a single case in which this 
operation has been done. The stricture was 
three inches in length and lay in the middle 
and upper rectum. In this particular case a 
good result was obtained, but it is obvious 
that one could not expect so fortunate an out- 
come in many cases, due to fistula formation and 


‘the inability of sear tissue to heal properly. 


Colostemy and careful washing out of the bowel 
is advised as a preliminary to the operation. 
Bacon** has devised an ingenious instrument 
or series of instruments, varying in diameter 
from one-half to one-eighth inch, calibrated in 
centimeters along the barrel. and designed for 











the purpose of determining both the diameter 
and the length of rectal strictures. It is a prox- 
imally lighted instrument. The author makes 
his examination with the patient in knee-chest 
position just as in the usual proctoscopy. This 
instrument would seem to have a definite valuc 
more particularly in determining the length of 
nonmalignant strictures with a view to deciding 
in advance the best method of treatment. Bacon 
has also devised a self-retaining speculum or 
short proctoscope which is illuminated by a dis- 
tal light on a removable carrier. 
TUMORS 

Raven*’ reviews the embryology of the sacro- 
cocecygeal region to explain the inclusion of 
epithelial structures in this locality. These le- 
sions fal! into the general head of cysts and 
tumors. The commonest lesion in this locality 
is the pilonidal cyst and sinus which is familiar 
to most of us. In addition, dermoid eysts are 
found between the rectum and the sacrum, some- 
times on the perineum, and occasionally in the 
ischiorectal fossa. The author has reviewed 
various specimens from the museums of St. 
Sartholomew’s and Guy’s Hospital and other 
sources. Teratoma is the commonest tumor of 
the sacrococeygeal region. Several interesting 
museum specimens are reproduced together with 
case histories. The author in conclusion states 
that the origin of these tumors is not known but 
they are presumably due to some malformation 
in the development of the tissues in this area. 

Rosser*® enumerates the various benign tumors 
occasionally found in the rectum—fibroma, 
lipoma, myoma, angioma, endothelioma, dermoid 
—and the common benign lesion, the adenoma. 
Multiple adenomatosis is apparently a familia! 
disease in some instances. In Doering’s series of 
fiftv cases, thirty-one died eventually of carei- 
noma, illustrating the known high incidence of 
mahenant degeneration. 

The rather common occurrence of another 
benign tumor, the eleoma, is a result of the in- 
jection of oil solutions beneath the mueosa in 
the treatment of internal hemorrhoids or pro- 
lapse of the mucosa. <A series of such tumors 
was reported by Rosser*® in 1932. 

Lymphoma and sarcoma occasionally oceur in 
a ratio of about one case to two hundred ear- 
cinomas. 

Rosser emphasizes, in closing, the necessity of 
a careful, intelligent visual examination of the 
rectum in order to diagnose the presence of ear- 
cinoma which oceurs in the rectosigmoid in 65 
per cent of cases. 

Smith and Broders** deseribe two cases of 
melano-epithelioma and two cases of hemangio- 
endothelioma of the anus, seen at the Mayo 
Clinic. They are of interest because of their 
rarity, and because of the highly malignant na- 
ture of the former. The latter type of tumor 
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is considered to be malignant also. In one case 
of each type, diagnosis was made only by the 
pathologist after removal of what were thought 
to be hemorrhoids, suggesting the value of path- 
ologie examination of these tissues which are 
usually discarded at the time of operation. 
Three of the cases were alive and well at the 
time of this report, but the first case (a melan- 
oma) died of generalized metastatic disease 
about a year and a half after complete local 
removal and radiation of the local area and the 
inguinal glands. 

Junghanns,*> from Schmieden’s Clinic, re- 
ports a eareful pathologic study of one hun- 
dred and thirty specimens of cancer of the colon 
and reetum in which 70 per cent showed unques- 
tionably that cancer had developed on a polyp. 
Of these, twenty-seven were villous tumors, and 
this latter group, with one other cancer, was 
subjected to particular study. The incidence 
of premalignant and malignant change was so 
high in these tumors that radical resection, as 
in cancer, is advocated. 

A careful dissection of specimens of eancer 
of the rectum removed at operation in one hun- 
dred cases was carried out by Gabriel, Dukes, 
and Bussey.*® Seventy were operated by the 
abdominoperineal method and thirty by peri- 
neal resection alone. The specimens were 
stretched on frames, directly after removal, to 
avoid shrinkage from their normal dimensions. 
All lymph nodes were carefully dissected out and 
studied and recorded on drawings. An average 
of twenty-eight per specimen was recorded, with 
a high number of sixty. 


Metastases in glands were found in sixty-two 
of the one hundred eases, but in half of the 
cases they occurred in only three glands or less. 
The authors feel that no lymphatic spread oc- 
curs downward from the growth until the im- 
mediate perirectal lymph channels and those 
above along the superior hemorrhoidal vessels 
become choked with metastases. 

It was of interest that, in the two thousand 
nodes examined, those considered negative gross- 
ly usually proved to have no tumor involvement, 
whereas those which were thought to look can- 
cerous grossly proved to be only inflammatory 
in 61 per cent of instances. 

The prognosis was very grave in cases show- 
ing metastasis up to the point of ligation of 
the superior hemorrhoidal vessels. Distant 
metastases were considered to have taken place 
by the vascular route in several cases where 
they were present at operation though the lym- 
phatie channels from the tumor were negative. 
A number of cases with metastases locally but 
not up to the point of ligation of the superior 
hemorrhoidals did very well clinically, showing 


In the symposium, Cancer is Curable, at the 
1934 meeting of the American College of Sur- 
geons, A. Lawrence Abel*® of London presented 
statistics on a ten-year series of cases of cancer 
of the rectum from the Cancer Hospital in Lon- 
don. The operations were done by different 
members of the staff, with the following end- 
results. The report is based on one hundred 
and sixty-four survivals of operation, the oper- 
ative mortality not being stated. Of the sur- 
vivals forty-seven died in less than five years. 
while one hundred and four were alive and 
well five vears and ‘longer, giving a percentage 
of five-year cures of 63.4. In considering this 
percentage, which is quite high in comparison 
with our best statistics in America, two things 
must be considered, namely, that this figure is 
based only on survivals after operation, and 
secondly, that the percentage of operability of 
the surgeons in that hospital, as expressed in 
other publications, is about 32 per cent of the 
cases of eancer of the rectum seen, whereas 
a number of leading operators in this country 
remove the growth in 60 per cent to 65 per 
cent of cases seen. 

T. E. Jones** of the Cleveland Clinic reports 
a series of one hundred and fifty-one personal 
eases of cancer of the rectum all operated by 
a one-stage abdominoperineal resection with only 
sixteen deaths, a mortality of 10.5 per cent. 
Jones outlines his preoperative treatment which 
consumes about a week devoted to careful clear- 
ing out of the bowel and to general preparation 
of the patient. Details of his technic are given 
in full, with drawings, and also the elements 
in his postoperative régime. His results are a 
tribute to his careful preparation, unusual 
finesse and speed in operating, and intelligent 
aftercare. He uses spinal anesthesia. 

Raiford** has analyzed all the cases of can- 
cer of the colon and rectum admitted to the 
Johns Hopkins Hospital on the wards since 
1889. During this forty-two year period five 
hundred and eleven cases were admitted. Of 
these one hundred and ninety-two were in the 
colon and three hundred and nineteen in the 
rectum. The author has classified the colon 
eases according to their location and found 35 
per cent in the cecum and ascending colon, 37 
per cent in the descending colon and sigmoid, 
and 9 per cent, 7 per cent, and 5 per cent— 
respectively in the hepatic flexure, transverse 
colon, and splenie flexure. The various types 
morphologically are discussed and likewise the 
microscopic pathology. This article also gives 


a very complete analysis of blood studies in 
the various cases, prognosis according to pathol- 
ogy, location of metastases, types of operation, 
and results, together with a discussion of symp- 
tomatology, and so forth. 





that the disease had been completely eradicated. 


This is an excellent bit of statistical work. 
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which is rather too extensive to attempt to cover 
in this outline. 

Dixon** reports twelve twenty-year cures of 
carcinoma of the colon from the Mayo Clinic. 
All the specimens were diagnosed as cancer at 
operation, all were preserved in the gross, and 
resectioned and the diagnosis confirmed for this 
study. 

Of interest is the fact that all were of a low 
grade of malignancy, six of grade one and six 
of grade two. 

Likewise of interest are some statistics on 
four hundred and fifty-three cases of carcinoma 
of the colon graded as follows: Grade 1, 14 
per cent; Grade 2, 61 per cent; Grade 3, 18 
per cent; and Grade 4, 7 per cent. 

Statistics on five-year cures were as follows: 
Of the Grade 1 cases, 66 per cent survived; of 
the Grade 2 cases, 54 per cent; Grade 3, 38 
per cent; and Grade 4, 30 per cent. 

With regard to presence of lymph node metas- 
tasis at operation, only 33 per cent of those 
with metastasis survived five years, while 60 
per cent of cases without lymph node involve- 
ment survived. 

Strauss** and his associates have treated sev- 
enty-three cases of cancer of the rectum, con- 
sidered inoperable, by surgical diathermy 
through a specially constructed glass procto- 
scope. Three cases died rather promptly after 
the treatment but in the others the authors feel 
that a great symptomatic improvement resulted 
from the partial destruction of the tumor, the 
patients even gaining weight and the hemo- 
globin and red count rising. Gain in weight 
from fifteen to fifty pounds occurred in some 
cases. It is stated that a number of patients 
were observed for from three to six years after 
this treatment, retaining their weight, color, 
and healthy appearance. Most of these cases 
were not transfused, and all received diathermy 
alone. Twenty-two of the patients were not 
subjected to colostomy, whereas the others were. 
Both groups did equally well. It is suggested 
that this electrocoagulation inhibits further 
progress of the disease along the lymphatics 
and that it not only produces mechanical de- 
struction of the tumor but throws off into the 
circulation certain antibodies which immunize 
the patient against further progress of the dis- 
ease. They cite one case in which a low ear- 
cinoma was apparently cured, and five years 
later the resulting contracted scar was excised 
and an anastomosis performed. Many of the 
patients had some fever for several days after 
treatment. Five had severe hemorrhages from 
the tenth to twelfth day, necessitating packing. 
Rectal abscess developed in one case. The num- 
ber of treatments given varied from one to four. 
One death resulted from peritonitis, another 
from pneumonia shortly after treatment. The 
authors, in conclusion, go on reeord as favor- 





ing the radical removal of carcinoma of the 
colon when it can be done without a colostomy, 
but favor their method of treatment in tumors 
of the sigmoid and rectum in preference to radi- 
cal removal with permanent colostomy. 

Many of us, I am sure, will find it difficult 
to believe that any except the very earliest cases 
of cancer of the bowel can be cured by this 
method, although the authors of this article 
seem to infer that many of their patients do 
live for considerable periods without recurrence. 


Binkley,*® whose experience with radium 
treatment in cancer of the rectum is probably 
as extensive as that of any other surgeon, re- 
ports on his results in the use of gold radon 
seeds. This type of treatment was used largely 
in the inoperable group of cases. External radi- 
ation is useful in all advanced cases which are 
ambulatory. The use of radon seeds inserted 
in the tumor is applicable to only about 50 
per cent of advanced cases, those in better phys- 
ical condition. Binkley stresses the importance 
of the technic of application, which is difficult 
and must be carried out so as to produce radi- 
ation of all areas of the tumor. The technic 
is discussed in detail together with the selec- 
tion of cases. He reports twenty-four patients 
treated prior to 1933 who are clinically free 
of cancer of the rectum. In the period 1926- 
1930, inclusive, two hundred and thirty-eight 
patients were treated by radiation therapy 
alone, or in conjunction with colostomy. Two 
hundred and thirteen were advanced cases. 
fight and one-half per cent did not appear to 
be benefited; 19 per cent received minimal pal- 
liation; the remaining one hundred and fifty- 
five cases received heavier dosage. Of the total 
group one hundred and eighty-three lived over 
six months, one hundred and twelve over twelve 
months, sixty-five over eighteen months, twenty 
over thirty months, nine for more than three 
years, and one ease for four and two-thirds 
years. In addition to this group, another twen- 
ty-five cases, fifteen of which were considered 
operable, were subjected to very heavy therapy. 
Twelve of the cases had colostomy. Of the 
twenty-five, thirteen are now alive and free of 
local disease. 


INTRAPERITONEAL VACCINATION 


Potter and Coller*® report on seventy-nine 
patients vaccinated with a preparation provid- 
ed by Dr. B. Steinberg known as eoli-bactragen, 
which consists of two hundred millions of heat- 
killed B. coli per ecubie centimeter suspended 
in 1 per cent gum tragacanth in normal salt 
solution prepared in ampules of thirty cubic 
centimeters each. Most of the cases in which 
this was used were cases of carcinoma of the 
colon. Injection of the entire ampule is given 
through a spinal puncture needle a little below 
the umbilicus about forty-eight hours prior to 
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operation. Some pain occurred in most of the 
eases within two or three hours after injection 
and persisted for periods up to thirty or forty 
Morphine was required in more than 
half of the eases. Evidence of peritonitis was 
present in most of the cases together with a 
rise in temperature within four hours and in- 
creased leucocytosis. At operation increased 
peritoneal fluid was present. Various types of 
operations were performed, thirty-six being 


hours. 


combined abdominoperineal resections. There 
were eleven deaths, a 14 per cent mortality. 


There were no fatalities as a result of injection. 

The authors feel that the vaccination was of 
definite value inasmuch as only one case among 
the deaths was due to peritonitis. 

A careful experimental study has been carried 
out by Johnson et al.‘* in an effort to deter- 
mine the relative merits of several substances 
which have been used for peritoneal vacecina- 
tion. Seventy dogs were used in this investi- 
eation. Normal saline with and without mer- 
thiolate, papain, and sodium ricinoleate were 
used control solutions, and the substances 
tested were colon bacillus vaccine and bovin: 
amniotie fluid concentrate. 

The results showed the latter substance to be 


as 


the ideal activator of peritoneal immunity be- | 


cause of its harmlessness, quickness of action, 
and stability. The colon vaccine was also effec- 
tive but produced more reaction clinically and 
physiologically than did the amniotic fluid con 
centrate. 
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CASE 22461 


PRESENTATION OF CASE 


A 76 year old native physician entered com- 
plaining of upper abdominal pain. 

About 8 years before entry the patient had 
recurrent attacks of gnawing epigastric pain 
relieved by food. An x-ray taken at this time 
was said to show an ulcer. He was treated by 
diet and the pain subsided. He had recurrences 
of similar pain, particularly when he was over- 
tired or after eating spicy foods. Each attack 
lasted several weeks and was usually relieved by 
a dietary régime. During the 3 or 4 months 
preceding entry the patient was comparatively 
free from symptoms until 2 weeks ago, when ab- 
dominal discomfort recurred with unusual se- 
verity. The pain was aching in character and 
constant, although there were occasional periods 
of partial subsidence. Associated with the pain 
there was considerable emesis of bile-stained 
material and an increase in constipation which 
had been’ present for several years. During the 
past 6 years there were occasional light-colored 
stools, sometimes noted in association with the 
attacks of abdominal discomfort. There was no 
jaundice, chills or fever. Recently there was 
some weakness and loss of vigor. For many 
vears the patient noted moderate dyspnea with 
exertion. He required two pillows at night in 
order to rest comfortably. 

Physical examination showed a well-developed, 
ruddy-faeced, elderly man with slight brownish 
pigmentation of the arms and hands. Through- 
out the examination the patient complained of 
discomfort in the right upper quadrant and eni- 
gastrium. The sclerae showed a questionable 
icteric tint. The heart was not enlarged. The 
sounds were regular and there was a systolic 
murmur in the aortic region. The peripheral 
vessels were sclerosed and moderately tortuous. 
The blood pressure was 115/80. The lungs were 
clear. The abdomen was soft but tenderness 
was elicited in the right upper quadrant. The 
liver edge was barely palpable. 

The temperature, pulse, and respirations were 
normal. 

Examination of the urine showed a specific 





84 per cent polymorphonuclears. <A stool speci- 
men gave a negative reaction to the guaiac test. 
The nonprotein nitrogen of the blood was 40 
milligrams. The blood sugar was 130. 

An electrocardiogram on the day of admis- 
sion showed evidence of intraventricular block 
of the left branch type with a Q-R-S interval 
of 0.14 seconds. P; and Ps were notched and the 
P-R interval was 0.2 seconds. Q-R-S; was in- 
verted and M shaped. Ty showed late shallow 
inversion. 

A Graham series showed a normally function- 
ing gallbladder. A barium enema filled the 
colon readily. Gas and feces were present and 
complete visualization of the hepatic flexure was 
not possible. The cecum was rather large. A 
chest film showed some prominence of the heart 
in the region of the left ventricle and the apex 
was blunted. The aorta was markedly tortuous 
and somewhat dilated. The lung fields were 
clear. A gastrointestinal series showed a normal 
esophagus. The stomach contained fluid residue 
at the beginning of the examination. It was 
large and atonic in appearance and no defects 
were noted. The first portion of the duodenum, 
however, was grossly deformed and there was 
acute tenderness on palpation directly over the 
cap. The deformity was so great that it was 
difficult to identify a definite ulcer crater. The 
duodenal loop was not remarkable. At the 
end of 24 hours there was still a large residue 
present in the stomach. At this time several 
small diverticula were noted in the sigmoid. 

During the night, 48 hours after entry, the 
patient had a desire to defecate. While strain- 
ing he suddenly felt faint and lost conscious- 
ness momentarily. His pulse became weak and 
the blood pressure was 85/60. The skin was 
cold and clammy. He recovered rapidly and 
the pulse tension improved although occasional 
premature beats were palpable. Shortly after- 
ward he again had a desire to defecate and went 
through the same eyele. There was no associ- 
ated pain until after the second attack, when 
gnawing abdominal discomfort appeared in the 
right upper quadrant. He was given a small 
dose of morphin and on the following day his 
blood pressure was 100/50. At this time his 
skin was cold and moist and his pulse rather 
weak and rapid. No pericardial friction rub 
was heard and the abdomen although soft was 
slightly distended. <A gastrie aspiration pro- 
duced 32 ounces of brownish black fluid contain- 
ing a few small particles suggestive of blood 
clots. Another electrocardiogram showed auricu- 
lar and nodal premature beats with a rate of 
80. There was left bundle branch block and 


the S-T complexes were slightly convex. Q-R-S, 
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was unchanged but Ty was upright. During the 
fourth hospital day the patient complained of 
abdominal pain and several hundred cubic cen- 
timeters of light brown eurdled fluid was re- 
moved by gastric lavage. The pain abated but 
a few hours later returned. It was gnawing in 
character and present over the epigastrium and 
left side of the abdomen. Physical signs in the 
chest were unchanged but the blood pressure was 
70/40. The patient was treated with sedatives 
and during the evening of the sixth day he again 
complained of severe abdominal pain, became 
eold, clammy, and pulseless. There was asso- 
ciated shortness of breath and finally some sub- 
sternal discomfort. He was given large doses 
of morphin and oxygen by nasal catheter. The 
discomfort continued, however. He became rap- 
idly weaker and died early the following morn- 
ing on the seventh hospital day. 


DIFFERENTIAL DIAGNOSIS 


Dr. Rospert S. Pater: I have a confession 
to make. I am striking for Dr. Means and I 
took this case on short notice. Since I have 
read it over I think I may have heard it dis- 
cussed, but I will try to be as impartial as | 
ean. 

Significant by its absence is any relation of 
this patient’s symptoms to exercise. Indiges- 
tion on exercise or attacks of so-called acute in- 
digestion are common, of course, in coronary 
disease which a person of this age might have. 
Not only are the symptoms not characteristic 
of a coronary episode but we also have the x-ray 
finding of an ulcer to explain them. Not hav- 
ing said exactly where the x-ray located the ul- 
cer, one wonders if it were not in the stomacli 
and if the man were not suffering as a matter 
of fact from carcinoma of the stomach; but, as 
we shall see later, this seems less likely. The 
hemoglobin is against carcinoma and is against 
a bleeding ulcer as well. 

The electroecardiogram showed left bundle 
branch block, depressed S-T, and upright and 
diphasic Ts, with inversion of T;. The intra- 
ventricular block does not necessarily mean any 
acute affair. The widening of Q-R-S does mean 
coronary disease, most often sclerotic, but some- 
times luetic. The alterations in lead 4 are re- 
iated to the intraventricular block and do not 
represent acute coronary closure. 


The x-ray shadow of the heart has the appear- 
ance of rheumatic disease but the prominent left 
border is consistent with coronary sclerosis and 
hypertrophy. 


If the lesion is in the duodenum, statistical- 
ly it cannot be carcinoma, even in an old man 
with a long continued gastric history. Even if 
they did not see crater formation I assume it is 
an old ulcer with a great deal of scarring, the 





kind of lesion especially subject to copious hem- 
orrhage, perforation being much less likely. 

There was no associated pain until after the 
second attack, when ‘‘gnawing abdominal dis- 
comfort appeared in the right upper quadrant.”’ 
That is very important. It is unusual for a 
person to have a coronary thrombosis, the first 
sign of which is fainting. On the other hand 
it is not uncommon for severe angina and coro- 
nary thrombosis to oceur while straining at the 
stool. The pain here is not characteristic of 
coronary thrombosis although there is a saying 
that anginal or coronary pain tends to radiate 
to diseased organs other than the heart. You 
ean have coronary thrombosis without any pain 
but, if so, usually there is paroxysmal shortness 
of breath. I think the kind of ulcer that an 
old man would have would be one with a lot of 
scarring and be more likely to bleed than to 
perforate, and I believe the figures bear this 
out. So the picture that is described so far can 
be due to gastrointestinal hemorrhage, with cor- 
onary thrombosis the second thought. 

‘‘No pericardial friction rub was heard... . 
That often is not heard and sometimes the 
pathology is in the back of the heart and you 
‘annot hear it anyhow. 

‘*The abdomen, although soft, was slightly dis- 
tended.’’ That certainly is very much against 
perforation. 

They do not say what the guaiae was, but I 
suppose it was positive for blood. 

The electrocardiogram, as I said, is charae- 
teristic of coronary thrombosis. This ought to 
be the deciding thing, where there is one be- 
fore and one after the attacks, and the whole 
thing to decide on is the basis of differences in 
the two tracings and how much difference there 
is. These electrocardiograms show the same 
thing within the limits of technical error, I 
should say, except that the T waves in lead 1 
of the second tracing are more typical of those 
associated with coronary thrombosis. They show 
late inversion, the cove plane type. <A few ex- 
trasystoles are shown here. So far as I know 
that does not mean anything either way. The 
lead 4 changes depend a good deal on where 
the chest electrode is placed, and that often ac- 
counts for this much difference. 

I still wonder about the guaiae test on the 
gastric fluid and whether any tests were done 
on fecal material passed spontaneously or ob- 
tained by enema. 

There are only two things to consider. He 
could have died from coronary thrombosis of 
which the later symptoms are suggestive. On 
the other hand, if he had acute hemorrhage with 
blood loss a man even with a normal amount of 
coronary sclerosis at this age might have symp- 
toms of coronary insufficiency. The other cause 
of death would be ulcer. As I have said the 
kind he had would be more likely to bleed than 
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to perforate. It was only a few hours before 
death that he had abdominal pain, whereas he 
had been acutely ill for 2 or 3 days. I am dis- 
counting the eleectrocardiogram, since it is 
equivocal and not definite either way. I would 
say the onset of the final illness during the hos- 
pital stay is more characteristic of acute hem- 
orrhage than of coronary thrombosis. So that 
on the whole I will bet, and as I say I am not 
sure whether I am remembering the discussion 
of a case similar to this which possibly may be 
the same, that the ulcer was the cause of his 
death and that he died of gastrointestinal hem- 
orrhage. 


X-RAY INTERPRETATION 


Dr. Ausrey O. Hampron: His duodenum, as 
you see, is markedly deformed and it would be 
very difficult from these films to tell what the 
deformity is due to. There is very little filling 
of the duodenum over an area of two and a half 
inches. Here is a film that shows what looks 
like a erater. It is rather large. This film was 
taken with the patient lying on his back. Here 
you have two shadows, one which looks like 
the cap and one within it. This is the constric- 
tion distal to it. One of these shadows could 
be an ulcer and this the deformity of inflamma- 
tory reaction around it. The uleer would be on 
the posterior wall since these films were taken 
with the patient on his back. Films taken in 
the face down position very often do not show 
these ulcers so well. We can agree that he 
had a large posterior wall duodenal ulcer which 
would be the type that bleeds. He had an ob- 
struction. This uleer obstructed the duodenum. 
Here is a 24 hour film and there is a large 
residue in the stomach. 

We have a barium enema that shows gas in 
the colon. It is a poor, preparation. | do noi 
see much else. There is spasm of the sigmoid and 
a dilated cecum which does not stay dilated. It 
is not dilated in the examination at 24 hours. 
He had a normal gallbladder. Here is the heart 
and chest. It is not measured, but I would say 
the heart is slightly enlarged. There is hazy 
dulnesg at the left base which might mean pleural 
thickening. The remainder of the lung fields is 
clear. The aorta is tortuous and there is eal- 
cium in the arch. 


CLINICAL DISCUSSION 


Dr. Howarp B. Spraacue: I saw this patient 
once because of the question of whether he was 
in suitable condition for operation. It was the 
morning after the first episode of weakness. I[ 
found him sitting in a chair seeming to be in very 
poor condition. His systolic blood pressure was 
around 80. The heart sounds were of poor qual- 
ity. I thought that he had coronary disease, 
presumably an old coronary process perhaps 





with infarction. I may have been influenced 
somewhat by having had a patient with Dr. 
Jones some years ago in whom gastric hemor- 
rhage produced coronary occlusion. I felt 
that this man should definitely be in bed and 
was in no condition for operation at the moment. 
I favored at that time coronary narrowing and 
probably a small recent occlusion. Some of the 
findings which were reported later were rather 
confusing and I never saw him again. There 
was a statement that no blood was definitely 
found in the gastric contents after his stomach 
was emptied by tube following this first attack. 
However, at that moment I was betting on a 
coronary attack rather than hemorrhage. 

Dr. PaLMER: Do you think the appearance 
of the electrocardiogram was characteristic of 
additional coronary damage? 

Dr. SPRAGUE: No; I agree that it is within 
the limits of error in the placement of the elec- 
trodes. The second tracing was taken after I 
saw him. 


CLINICAL DIAGNOSIS 
— : : 
Coronary thrombosis. 
Dr. Ropert S. PALMER’s DIAGNOSES 


Arteriosclerotie (coronary) heart disease. 

Chronic duodenal ulcer with searring. 

Cause of death: acute gastrointestinal hem- 
orrhage. 


ANATOMIC DIAGNOSES 


(Chronic ulcer of the pylorus with erosion of 
the pancreaticoduodenal artery and fatal 
hemorrhage. 

Coronary thrombosis, old. 

Infarct of the heart, old. 

Adhesive pericarditis. 

Carcinoma of the prostate with metastasis to 
the liver. 

Aneurysm, arteriosclerotic, left iliae artery. 

Arterioseclerosis, generalized. 

Pulmonary emphysema. 

Bronechcpneumonia. 

Diverticulosis of the colon. 


PatHoLoGic Discussion 


Dr. Tracy B. Matuory: There was a eer- 
tain amount of confusion in this case regard- 
ing the results of the two gastric lavages. The 
first one you have heard described. It was 
brownish but since it had been done almost im- 
mediately after the attack it seems as though 
if there had been a severe gastric hemorrhage 
one would have obtained abundant fresh blood. 
This was certainly not present in any significant 
amount. The guaiae test was reported after the 
patient’s death and was positive. In the see- 
jond gastric lavage there was apparently no blood 
at all. At postmortem, however, we found an 
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enormously distended stomach containing at 
least a quart and a half of fresh blood and the 
entire bowel contained blood as well; so that he 
must have bled all told two or three quarts at 
least. We found a large ulcer whieh was situ- 
ated at the pylorus, about one-third on the stom- 
ach side and two-thirds on the duodenal side. 
In the base of the ulcer a large artery stuck out 
very prominently and was easily proved to he 
the main branch of the pancreaticoduodena! 
artery. Evidently it was from that that he had 
his hemorrhage. The uleer looked benign enough 
in gross but with lesions which run over onto 
the gastric side of the pylorus there is always 
room for doubt, and the next thing we found 
was a metastatic nodule in the liver. That set 
us thinking and I suggested that as a matter 
of routine it would be very desirable to pot a 
number of pieces of prostate, which was done. 
The sections showed a benign stomach ulcer bui 
he did have a carcinoma of the prostate and it 
was from that undoubtedly that the metastasis 
in the liver had come. 

As is so often the case in these elderly peo- 
ple, there are apt to be half a dozen lethal dis- 
He had an old infaret of the heart on the 
posterior wall and the circumflex branch of the 
left coronary artery was completely occluded 
He had very severe arteriosclerosis elsewhere. 
There was a fairly large arteriosclerotic an- 
eurysm of the left internal iliae artery. The 


Cases. 


apices of his lungs showed an extreme grade 
of emphysema with blebs up to three or four 


centimeters in diameter. 

Dr. Hampton: What was at the left base: 

Dr. MALLory: Some bronchopneumonia. He 
also had a diverticula of the large bowel and his 
pericardium was completely obliterated by fi- 
brous tissue. So that I feel sure that even if the 
correct diagnosis had been made immediately 
after his first attack, he certainly would not 
have survived any operative procedures. 





CASE 22462 


PRESENTATION OF CASE 


A 48 old Swedish housewife entered 
the Baker Memorial complaining of hoarseness 
and dysphagia of three or four weeks’ duration. 

Two vears before entry the patient began to 
tire easily and to become weak. Six months later 
a physician diagnosed her condition as second- 
ary anemia. At this time she had bilateral svm- 
metrical numbness and tingling of the hands, 
as well as a raw, red tongue. One year ago 
she began to take iron. Under this treatment 
the symptoms disappeared and did not recur. 
Two months before entry she developed a sharp 
stabbing pain under the sternum. This pain 
was often severe enough to awaken her from a 
sound sleep. It persisted for about 


year 


one 





month and then changed into a dull ache in 
the midsternal region. This ache was especial- 
lv marked upon swallowing and was_ present 
until admission. Five weeks before entry she 
developed a frequent dry hacking cough which 
also persisted until admission. There was only 
a very little sputum associated with the cough 
and never any blood. Three weeks before ad- 
mission she suddenly became hoarse overnight 
and developed a sense of fullness in the throat. 
She had some difficulty in swallowing solids. 
The hoarseness and dysphagia persisted without 
much change in character. Durine the past 
month she had night sweats, the perspiration 
being more profuse around the head and neck. 
She had Jost about eight pounds in weight 
during the past month. 

The family and marital histories are noncon- 
tributory. 

She had had the usual childhood diseases. 
Four years before admission she had a severe 
diarrhea, not associated with blood, lasting for 
several weeks. One year before admission she 
had an attack of influenza. 

Physical examination showed a_ well-devel- 
oped and markedly undernourished woman who 
appeared chronically ill. There was slight pal- 
lor of the skm and mucous membranes. Most 
of the teeth had been removed. Low in the 
substernal notch and extending higher on the 
left was a firm irregular mass. Examination of 
the chest showed slight dulness at both apices 
posteriorly with some bronchovesicular breath- 
ing. The heart was negative. The blood pres- 
sure was 118/78. Examination of the abdomen 
showed slight tenderness in the right upper 
quadrant and epigastrium. The liver edge was 
not definitely felt, but the dulness extended 
three centimeters below the costal margin. 

The temperature was 98°, the pulse 100. The 
respirations were 20. 

Examination of the urine showed a specific 
gravity of 1.016 to 1.020 and a slight trace of 
albumin. The sediment showed 30 to 50 white 
blood cells, an occasional epithelial cell, and 
large numbers of bacteria. Examination of the 
blood showed a red cell count of 4,600,000, with 
a hemoglobin of 80 per cent. The white cell 
count was 11,000, 75 per cent polymorphonu- 
clears. The sputum was thin, mucoid and con- 
tained numerous cocci. Three examinations for 
acid-fast organisms were negative. Examina- 
tion of the stools was negative. The nonpro- 
tein nitrogen was 26 milligrams. A Hinton test 
was negative. 

X-ray examination showed a mass_ between 
the esophagus, trachea, and arch of the aorta 
which flattened the esophagus markedly and 
produced multiple filling defects. This mass be- 
gan just below the left sternoclavicular joint 
and extended downward to about the length of 
the manubrium to the arch of the aorta. The 
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deformity of the esophagus was rather fixed, 
constant, and in the lateral view a one cen- 
timeter projection was seen on the anterior wall. 
This simulated an ulcer crater, but it was felt 
that it probably represented the attachment of 
the esophagus to the aorta. The entire esopha- 
eus was flattened in the anteroposterior direec- 
tion and barium passed through it slowly. The 
anteroposterior diameter of the chest was un- 
usually narrow, particularly at the diaphragm 
and retrosternal space. The trachea was dis- 
placed toward the right and posteriorly. The 
stomach was low and atonic. At the end of 6 
hours the motor meal had reached the splenic 
flexure. Additional films of the trachea taken in 
the lateral view showed marked narrowing and 
posterior displacement of the trachea. It was 
not possible to see any air in the trachea oppo- 
site the mass. 


Esophagoscopy showed a narrowing of the 
upper third of the esophagus produced appar- 
ently by an extrinsic mass on the left side. The 
mucosa over this mass was normal. <A biopsy 
was taken. She was discharged on the sixth day 
to return 2 days later. 

During the interval her dyspnea had in- 
ereased. Examination of the chest showed con- 
solidation at the left base. Because of the 
marked dyspnea a tracheotomy was performed 
and a tube inserted. She rapidly went down- 
hill and died two days after her second admis- 
S1Oon. 


DIFFERENTIAL DIAGNOSIS 


Dr. JouN D. Stewart: The opening sen- 
tence of this case history focuses our atten. 
tion on the upper half of the esophagus, with a 
suggestion that the esophagus and a recurrent 
laryngeal nerve are involved in the same process. 
The symptomatology developing 2 vears before 
admission is interesting. Bilateral symmetricai 
numbness and tingling of the hands and a raw 
red tongue strongly suggest a chronie nutritional! 
disturbance, such as avitaminosis or pernicious 
anemia. The response to administration of iron 
Was apparently satisfactory. Presumably the 
diet was improved in other respects also, or else 
pernicious anemia may be discarded in the diae- 
nosis, for, of course, iron alone does not bring 
relief in this disease. 

Two months before admission our attention 
again is directed to the thorax by a sharp stab- 
bing substernal pain. Furthermore, the pain 
Was aggravated by swallowing. Five weeks be- 
fore admission a dry hacking cough with little 
sputum set in but no blood was raised. This 
suggests a lesion producing irritation in the 
trachea or large bronchi, possibly by pressur# 
from without. Difficulty in swallowing’ solids, 
liquids being more easily taken, usually means 








interference with the esophageal lumen. The 
night sweats do not necessarily mean fever or 
infection, for sweating is common in nonsuppu- 
rative thoracic conditions. 

The bloodless diarrhea of several weeks’ dura- 
tion, occurring 4 years before admission, is dif- 
ficult to relate to the present illness and with- 
cut more information must remain indefinite. 
The conceivable chain of events: amebie dvsen- 
tery, liver abscess. penetration of the diaphragm, 
and thoracic symptoms, seems very improbable. 

At physical examination the important points 
seem to be wasting and pallor and a firm irregu- 
lar mass presenting in the neck from the superior 
mediastinum. The urine contains a slight trace 
of albumin and white blood cells in the sedi- 
ment. Without other evidence of renal disor- 
der such as red blood cells and casts these find- 
ines may be taken lightly. The blood and spu- 
tum examinations showed no significant abnor- 
mality. 

The x-ray here, as in many other cases with 
thoracic symptomatology, is very helpful. An 
extensive mediastinal mass is described whieh 
seems to compress the esophagus and trachea 
from in front, apparently as an extrinsic lesion. 
Esophagoscopy confirmed this impression. One 
would like further information in this case, par- 
ticularly as regards the fluoroscopic appear- 
ance of the aorta in relation to the mediastinal 
mass. Also, we have no observations regarding 
the presence of Horner’s syndrome or voeal cord 
paralysis. We may assume the absence of signs 
of superior caval obstruction, such as facial sut- 
fusion and venous distention, since these are un- 
recorded in the physical examination. 

We have then as a problem in differentia! 
diagnosis a large mass situated chiefly in the 
superior mediastinum. Aortic aneurysm cannot 
be excluded without more evidence than that 
given us, for the negative blood Hinton is not 
sufficient. The extensive size of the mass and 
the absence of cardiac murmurs and vascular 
thrills incline us to discard the diagnosis of 
aneurysm. Assuming that the mediastinai mass 
is not aneurysm we have to make a diagnosis 
of either cystic or solid tumor. Such medias- 
tinal cysts as dermoid or echinocoecus eyst seem 
unlikely here. If the tumor is a solid tumor, is 
it benign or malignant? From the rapid pro- 
gression of svmptoms and evidence of invasive- 
ness | am inclined to favor a malignant tumor 
and pass over such possibilities as intrathoracic 
goiter, mediastinal lipoma or fibroma, and neuro- 
fibroma. To narrow the diagnosis further is only 
speculative, but mediastinal lymphosarcoma 
(possibly arising in the thymus), Hodgkin’s 
disease, malignant teratoma, and carcinoma of 
the tung or esophagus are important possibilities. 
Perhaps the diagnosis is best left at mediastinal 
tumor, probably malignant. 
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CLINICAL DIAGNOSES 


Mediastinal eaneer. 
Pneumonia. 


Dr. Jonn D. Stewart’s DIAGNOSIS 


Mediastinal tumor, probably malignant. 


ANATOMIC DIAGNOSES 


Epidermoid carcinoma, grade III, of the 
esophagus with metastasis to one regional 
lymph gland, producing extension into 
the trachea. 

Pulmonary atelectasis. 

Bronchopneumonia. 

Cystitis eystica. 

Operative wound: Tracheotomy. 


PATHOLOGIC DISCUSSION 


Dr. Tracy B. Mauuory: All the physicians 
who saw this case agreed that a mediastinal 
tumor was present and felt almost equally 
certain that it was malignant. The clinical 


work-up, however, failed to develop any lead 





to its primary site and, in fact, one of the re- 
ports was definitely misleading. On esophagos- 
copy, marked narrowing of the esophagus by 
an apparently extrinsic mass without abnor- 
mality of the mucosa was noted. This was a 
perfectly correct observation but if the esophag- 
oscopist had been able to pass his instrument 
3 centimeters farther down he would have found 
a typical carcinoma of the esophagus with raised 
borders and a central ulcer. The obstruction 
which prevented him from reaching the tumor 
was due to a large lymph node 3 centimeters in 
diameter filled with metastatic tumor. It was 
this mass which apparently caused the major 
part of the esophageal obstruction and which 
certainly caused the tracheal obstruction and 
the involvement of the recurrent laryngeal nerve. 
The primary tumor itself had extended through 
the muscle layers of the esophagus and was 
adherent to the aortie arch but did not involve 
the trachea or bronchi. The other findings at 
autopsy were not particularly significant. There 
was extensive atelectasis of both lower lobes 
and several small areas of bronchopneumonia 
were also present. 
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THE RENEWED INTEREST IN THE 
ERADICATION OF SYPHILIS 


Tue public, the press and the medical profes- 
sion were greatly stirred recently by the refusal 
of a broadeasting company to allow Dr. Thomas 
Parran to use the word ‘‘syphilis’’ over the 
radio. Dr. Parran, Surgeon General, Public 
Health Service, is one of the leading advocates 
of the wide dissemination of knowledge of this 
disease throughout the country. He believes 
that ‘‘the conquest of syphilis may be the next 
step in progress against endemic pestilence’’. 
In this fight the medical profession must take 
an advanced position. The best weapon against 
disease is the prompt and persistent treatment 
of the acute cases. 


The action of the directors of the broadeast- 
ing company has not been without benefit, how- 
ever, to the best interests of the country. Many 
newspapers now boldly print the word ‘‘syphi- 
lis’? in their headlines as well as in their news 
columns and have used their influence widely 
to spread a knowledge of the disease. Periodi- 





cals such as the Reader’s Digest have not hesi- 
tated to publish Dr. Parran’s address and to 
arrange for the reprinting of it in pamphlet 
form for distribution at a very small charge. 
Thus it would appear that both the public and 
the medical profession are now awake to the 
importance of bringing this disease to light. 

There is, however, another aspect of the prob- 
lem. This deals with the terms to be used in 
describing this infection, especially in its pri- 
mary stage. For many years the Public Health 
Service, both state and federal, have established 
departments of ‘‘venereal diseases’. There is a 
tendency now to drop this term, which no longer 
applies to at least one-half of the persons af- 
fected with syphilis. It is suggested by the 
Massachusetts Public Health Department that 
a new term, ‘‘genitoinfectious diseases’’* replace 
the old. The reasons for this are obvious, but 
to many it would seem that it was only a matter 
of backing away from a situation which sooner 
or later must definitely be met. Why not use 
the word ‘‘syphilis’’ itself, the only word which 
adequately describes the disease? It should be 
pointed out, moreover, that many cases are not 
of ‘‘genitoinfectious’’ origin. Other names have 
gradually become standardized in the medical 
as well as the lay literature; ‘‘consumption’’ 
and ‘‘phthisis’’ have become ‘‘tuberculosis”’ ; 
‘‘insanity’’, ‘‘mental disease’’; the old ‘‘pest- 
house’’, a ‘‘communicable disease hospital’’. The 
surest way to bring syphilis into the light as 
a disease is to use its established terminology, 
both in the medical profession and out of it. 

Although the infectious stage of the disease is 
the important one to emphasize in a campaign 
for eradication, to the medical profession of 
equal importance is the treatment of the later 
manifestations. This treatment will be made 
easier when the disease is on a sound footing 
and the reproach connected with its venereal 
origin is put at a level where it rightfully be- 
longs. Much can be done by the medical pro- 
fession both to establish the proper name of 
the disease and to emphasize the public health 
aspect of its eradication. 


*Chadwick, Henry D.: Genitoinfectious diseases. New Eng. J. 
Med. 215:894 (Nov. 5) 1936. 





MOTOR TRAFFIC ACCIDENTS AND THE 
DOCTOR 


THE State of Massachusetts is well provided, 
from the point of view of medicine, to care for 
those injured in automobile traffic accidents. 
We have excellent hospitals, ambulance serv- 
ice, and good doctors. are available almost ev- 
erywhere. This part of the service probably does 
not need to be definitely improved. On the 


other hand, can we do anything to avoid acci- 
dents? Are there not many people now driv- 
ing automobiles in the Commonwealth who, for 
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physical or mental reasons, should not have a 
license? What should be the relationship be- 
tween the medical profession in general, the 
various hospitals, and the Registrar of Motor 
Vehicles? If, for instance, a physician sees in 
private practice or at a hospital clinie a patient 
who has had epileptie attacks, should he assume 
responsibility for notifying the Registrar? Pa- 
tients having petit mal attacks are probably 
more of a danger to the moving traffic than 
those who have grand mal attacks. On the 
other hand, if a patient, under long observation 
and adequate treatment for epilepsy, no longer 
suffers from attacks, should his license be re- 
newable? 

The same line of argument is to be consid- 
ered in relation to mental disease. Are there 
not patients who still have mental symptoms 
driving on our highways? If a patient, more- 
over, has been an inmate of a State hospital 
for the insane or a private institution, ought 
he to have his license revoked permanently? 
Are there not patients who make such a good 
recovery that they could again be trusted to 
drive an automobile? In addition to patients 
with nervous and mental disease, there are, of 
course, the large group who have definite phys- 
ical handicaps. Is a patient with only one eye 
or who has partial vision in each eye a menace 
as a driver of an automobile? There are many 
other physical handicaps, such as the loss of 
an arm or a leg, which need to be considered. 

This is not a new problem and provisions are 
made by the office of the Registrar of Motor 
Vehicles to handle the situation if the facts in 
regard to the individual are known to him. 
There must, however, be many individuals who 
have defects unknown to the Registrar, who are 
driving on the highways. Should the medical 
profession take any action in this matter? Is 
it not a question to be seriously considered by 
the Massachusetts Medical Society? Many phy- 
sicians who are also conscientious citizens would 
like authoritative advice in regard to what to 
do when the problem arises in their own prac- 
tice. 





THIS WEEK’S ISSUE 


CONTAINS articles by the following named au- 
thors : 


We cu, Ciuaupe E. A.B., A.M., M.D. Har- 
vard University Medical School 1932. Resident, 
East Surgical Service, Massachusetts General 
Hospital. His subject is ‘‘Human Bite Infee- 
tions of the Hand.’’ Page 901. Address: 
Massachusetts General Hospital, Boston, Mass. 


SmiTH, GEorGE VAN 8. A.B., M.D. Harvard 
University Medical School 1926. F.A.C.S. Visit- 
ing Surgeon, Pathologist and Director of Re- 
search, Free Hospital for Women and Fearing 





Research Laboratory, Brookline, Mass. — Re- 
search Fellow in Gynecology, Harvard Univer- 
sity Medical School. Address: Free Hospital 
for Women, Brookline, Mass. Associated with 
him is 

Smirn, O. Warxkins. A.B., Ph.D., Radcliffe 
1928. Assistant in Research, Fearing Research 
Laboratory, Free Hospital for Women, Brook- 
line, Mass. Address: Free Hospital for Women, 
Brookline, Mass. Their subject is ‘‘ The Urinary 
Exeretion of Estrogenie and Gonadotropie Hor- 
mones During Normal Menstrual Cycles, the 
Period of Conception and Early Pregnancy.’”’ 
Page 908, 


RosenpaumM, M. B.S., M.D. University of 
Cincinnati College of Medicine 1985. Former- 
lv, Neurological Intern, Boston City Hospital 
Now, Resident Physician in Psychiatry, McLean 
Hospital, Waverley, Mass. Address: MeLean 
Hospital, Waverley, Mass. Associated with him 
is 

Herren, R. Y. B.A., M.A., Ph.D., M.D. State 
University of Iowa College of Medicine 1934. 
Formerly, Neurological Intern, Boston City 
Hospital. Now, Resident in Neurosurgery, Bel- 
levue Hospital, New York. Address: Bellevue 
Hospital, New York. And 

Merritt, H. H. A.B., M.D. Johns Hopkins 
University School of Medicine 1926. Associate 
in Neurology, Harvard University Medical 
School. Assistant Visiting Neurologist, Boston 
City Hospital. Address: Boston City Hospital, 
Boston, Mass. Their subject is ‘‘The Cerebro- 
spinal Fluid in Acute Alcoholism.’’ Page 914. 


FISHBEIN, Morris. B.S., M.D. Rush Medical 
College, University of Chicago 1912. Editor, 
Journal of the American Medical ‘Association 
and of Hygeia, the Health Magazine. His sub- 
jects are (1) ‘‘ Medicine in the Changing Social 
Order’? (2) ‘**Publie Relations of the Medical 
Profession.”’ Pages 916 and 921. Address: 
939 North Dearborn Street, Chieago, Illinois. 


Haypen, E. Parker. <A.B., M.D. Columbia 
University College of Physicians and Surgeons 
1919. F.A.C.S. Assistant Surgeon, Massaehu- 
setts General Hospital. Chief of the Reetal 
Clinic, Massachusetts General Hospital. Assist- 
ant in Surgery, Harvard University Medical 
School. His subject is ‘‘Progress in Diseases 
of the Colon and Rectum.’’ Page 927.  <Ad- 
dress: 270 Commonwealth Avenue, Boston. 
Mass. 


Che Massachusetts Medical Society 


FOURTH ANNUAL POSTGRADUATE MEDICAL 


EXTENSION COURSE 


The following sessions have been arranged by the 
Committee for the week beginning November 16: 
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Barnstable 
Sunday, November 22, at 4:00 p. m., at the 
Cape Cod Hospital, Hyannis. Subject: 
Acute Abdominal Emergencies. Instructor: 
H. M. Clute. John I. B. Vail, Chairman. 


Bristol North 
Thursday, November 19, at 4:00 p. m., at the 
Morton Hospital, Taunton. Subject: Dia- 
betes: General Plan of Treatment in 
Uncomplicated Cases; Diet; Insulin (Regu- 
lar and Protamine); Exercise. Instructor: 
E. P. Joslin. Arthur R. Crandell, Chairman. 


Bristol South (Fall River Section) 
Monday, November 16, at 4:00 p. m., at the 
Stevens Clinic of the Union Hospital, Fall 
River. Subject: The Prognosis of Heart 
Disease. Instructor: Ashton Graybiel. How- 
ard P. Sawyer, Co-Chairman. 


Bristol South (New Bedford Section) 
Friday, November 20, at 4:00 p. m., at St. Luke’s 
Hospital, New Bedford. Subject: The Prog- 
nosis of Heart Disease. Instructor: C. L. 
Derick. Robert H. Goodwin, Co-Chairman. 


Essex South 


Tuesday, November 17, at 4:00 p. m., at the Sa- 
lem Hospital, Salem. Subject: Acute Ab- 
dominal Emergencies. Instructor: H. B. 
Loder. Walter G. Phippen, Chairman. 


Franklin 


Wednesday, November 18, at 8:00 p. m., at the 
Franklin County Public Hospital, Green- 
field. Subject: Neurological Surgery: The 
Signs and Symptoms of the Common Brain 
Lesions—Organic and Traumatic.  Instruc- 
tor: W. R. Wegner. Halbert G. Stetson, 
Chairman. 

Hampshire 


Wednesday, November 18, at 4:15 p. m., in the 
Nurses’ Home of the Cooley Dickinson Hos- 
pital, Northampton. Subject: Blood Dis- 
eases: Diseases Affecting the White Blood 
Cells. Leukemias; Agranulocytosis; Mono- 
nucleosis. Instructor: C. S. Keefer. Robert 
B. Brigham, Chairman. 


Middlesex North 
Friday, November 20, at 7:00 p. m., at St. Jo- 
seph’s Hospital, Merrimack Street, Lowell. 
Subject: The Prognosis of Heart Disease. 


Instructor: B. E. Hamilton. Samuel A. Dib- 
bins, Chairman. 


Middlesex South 


Tuesday, November 17, at 4:00 p. m., at the 
Cambridge Municipal Hospital, Cambridge, 
Subject: Stomach and Duodenal Ulcer: Diag- 


nosis and Treatment. 
Jones. 


Instructor: C. M. 
Edmund H Robbins, Chairman. 





Norfolk 
Friday, November 20, at 8:30 p. m., at the Nor- 
wood Hospital, Norwood. Subject: Blood 
Diseases: The Hemoglobin and Red Biood 
Cells in Relation to Disease. Instructor: 
G. S. FitzHugh. Hugo B. C. Riemer, Chair- 
man. 


Norfolk South 


Monday, November 16, at 8:30 p. m., at the 
Quincy City Hospital, Quincy. Subject: 
Diabetes: General Plan of Treatment in 
Uncomplicated Cases; Diet; Insulin (Regu- 
lar and Protamine); Exercise. Instructor: 
Priscilla White. David L. Belding, Chair- 
man. 


Plymouth 
Tuesday, November 17, at 4:00 p. m., at the 
Brockton Hospital, Brockton. Subject: 
Acute Abdominal Emergencies. Instructor: 
S. J. G. Nowak. W. H. Pulsifer, Chairman. 


Worcester (Milford Section) 

Thursday, November 19, at 8:30 p. m., in the 
Nurses’ Home of the Milford Hospital, Mil- 
ford. Subject: Blood Diseases: Diseases 
Affecting the White Blood Cells. Leukemias; 
Agranulocytosis; Mononucleosis. Instruc- 
tor: M. B. Strauss. Joseph Ashkins, Sub- 
Chairman. 


Worcester North 
Friday, November 20, at 4:30 p. m., at the Bur- 
bank Hospital, Fitchburg. Subject: Blood 
Diseases: The Hemoglobin and Red Blood 
Cells in Relation to Disease. Instructor: 
C. W. Heath. Edward A. Adams, Chairman. 


———p_— 


MISCELLANY 


APPOINTMENTS BY GOVERNOR CURLEY 
THE APPOINTMENT OF Dr. Davin LAWRENCE WILLIAMS 


His Excellency Governor Curley has nominated 
Dr. David Lawrence Williams of the Veterans Ad- 
ministration Faculty to take the place of Dr. Win- 
fred Overholser, Commissioner of Mental Diseases, 
who failed of reappointment. 

Dr. Williams was born in 1876. He graduated 
from Boston College in 1901 and from the Tufts 
College Medical School in 1906. According to state- 
meats in the daily papers, Dr. Williams specialized 
in tuberculosis until 1924 and is now chief of the 
laboratory service at the United States Veterans 
Hospital at Bedford, Massachusetts. This hospital 
of 813 beds is for the care of nervous and mental 
diseases. 

Dr. Williams is a member of the New England 
Psychiatric Society and was formerly a Fellow of 
the Massachusetts Medical Society. 

During the war, he was a Captain in the Medical 
Corps and, later, a reserve surgeon in the United 
States Public Health Service. He served in the Vet- 
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erans Hospitals at Oteen, North Carolina; Rutland, 
Massachusetts; West Roxbury, Massachusetts, and, 
since 1928, at Bedford. 

He also served in the Division of Biological Lab- 
oratories in the State Department of Public Health 
as Assistant Director. 


OTHER APPOINTMENTS OF MEDICAL INTEREST 


Miss Josephine Thurlow, to the Board of Registra- 
tion of Nurses. 

Francis H. Lally, Public Health Council. 

Arthur F. Sullivan, Advisory Board, Commission 
for the Blind. 





MAJOR JAMES STEVENS SIMMONS 
TRANSFERRED TO BOSTON 


Major James Stevens Simmons, Medical Corps, 
U. S. Army, who in 1934 organized the Army Medi- 
cal Research Board, Ancon, C. Z., and who during 
the past two years has been engaged in an investi- 
gation of malaria and its anopheline vectors in Pan- 
ama, has been transferred for duty as assistant to 
the Corps Area Surgeon, Boston.—Science, October 
23, 1936. 





HONOR TO DR. WALTER B. CANNON 


Dr. Walter B. Cannon, George Higginson profes- 
sor of physiology at the Harvard Medical School, 
has been elected a corresponding member of the Na- 
tional Academy of Medicine of Buenos Aires, Argen- 
tina.—Science, October 23, 1936. 





THE MEDICAL CURRICULUM IN GREAT BRITAIN 


It is reported in Nature that the British General 
Medical Council has adopted certain resolutions in 
regard to professional education. These will come 
into operation on January 1, 1938, and include the 
following: 

In the pre-registration requirements, it is laid down 
that every applicant for registration as a student by 
the council or for admission to the medical curricu- 
lum proper should have passed (a) a recognized 
preliminary examination in general education as 
laid down in the regulations of the council; and in 
addition (b) an examination or examinations con- 
ducted or recognized by one of the licensing bodies. 

The subjects to be included under (b) are: 

(1) One or two subjects of general education, 
other than chemistry, physics or biology, at a stand- 
ard higher than that of the preliminary examination, 
for those who have received their instruction in 
these subjects before entering universities, univer- 
sity colleges or medical schools. 

(2) Chemistry (theoretical and practical), the 
elementary principles of general and physical chem- 
istry, and of the chemical combination of elements, 
including carbon. 

(3) Physics (theoretical and practical), the ele- 





mentary mechanics of solids and fluids, the elements 
of heat, light, sound, electricity and magnetism. 

The examination in biology (theoretical and prac- 
tical) may be taken before or after registration as 
a student. 

About a year ago a conference of representatives 
nominated by the Universities of Oxford, Cambridge 
and London; the Royal College of Physicians of Lon- 
don; the Royal College of Surgeons of England and 
the Society of Apothecaries of London published a 
report on the medical curriculum which stressed the 
need for a continuance of the general education of 
intending medical students of post-school certificate 
stage, and therefore recommended that “the Licens- 
ing Bodies consider the possibility of allowing an 
encouraging exemption from the first M.B. exam- 
ination by means of a higher school certificate exam- 
ination conducted by any recognized examining 
body in which, in addition to the three principal 
scientific subjects, a subsidiary nonscientific subject 
be taken.” 

The higher school certificate examination is the 
normal objective of the post-school certificate stu- 
dent in public and secondary schools, and Nature 
points out that if the licensing bodies would recog- 
nize for the purpose of exemption from the second 
examination stated in pre-registration requirements 
those subjects in which a student has passed a 
higher school certificate examination, they will im- 
part to the higher school certificate examination a 
value which has been questioned in the past by in- 
tending medical students. The recognition would 
also lead to greater uniformity in the education of 
post-school certificate students in the schools and 
would go a long way toward removing the evil of 
segregation of intending medical students from the 
rest of the school.—Science, October 23, 1936. 





DO YOU KNOW? 


The first diploma known to have been given for 
graduation in a course in nursing was awarded Har- 
riet N. Phillips in 1865 by the Training School for 
Nurses of the Woman’s Hospital of Philadelphia. 


Many great philosophers were first doctors. 
Locke, most celebrated for his work “On the Human 
Understanding,” was a physician. William James, 
first of the great American philosophers, was pro- 
fessor of anatomy at Harvard Medical School. He 
died in 1910. On his desk was found this note: 
“There is no conclusion. There are no fortunes to 
be told and there is no advice to be given. Fare- 
well.” 


The first doctor to receive the Congressional Med- 
al was Frederick H. Rose of the British Navy, May 


11, 1858. A gold medal was awarded him for the 
care of yellow-fever patients from Jamaica to New 
York on the S.S. Susquehanna.—Ezcerpts from the 
Bulletin of the New York State Medical Society. 
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CORRESPONDENCE ter of September 28 the following have been ac- , 

cepted: 
OFFICIAL ACTIONS OF THE BOARD ‘abiiedl tateaiabaatiis | 
OF REGISTRATION IN MEDICINE Sodium Phenobarbital 114 grains tablets a 
State House, Boston Ampules Phenobarbital Sodium, 2 grains a 


November 4, 1936. 
Editor, New England Journal of Medicine, 

This is to inform you that at the meeting of the 
Board of Registration in Medicine held October 29, 
1936, it was voted to restore to Dr. Frank S. Parsons 
of 367 Adams Street, Dorchester, Massachusetts, his 
license to practice medicine, which was revoked on 
March 10, 1927. 

It was also voted to restore that of Dr. Percy W. 
Carr of River Street, Boston, which was revoked 
April 26, 1934. 

STEPHEN RusSHMORE, M.D., Secretary. 





ANAPHYLACTIC REACTION TO SODIUM 
MORRHUATE 


October 30, 1936. 
Editor, New England Journal of Medicine, 

It seems that it might be worth while to report a 
case of anaphylactic reaction to sodium morrhuate 
inasmuch as this preparation is in general use now 
in the sclerosing of varicose veins and since many 
doctors are not aware of the fact that patients may 
have such reactions to it. 

Mr. N., 63 years old, had had sixteen previous in- 
jections of sodium morrhuate in the course of three 
months, the doses varying from 5/10 cc. to 2 cc. On 
September 22, I injected 214 cc. distributed among 
three points of injection. Almost immediately, the 
skin of the leg near the sites of injection became 
red and itchy. Within a minute, the patient com- 
plained of itchiness in other parts of the body and 
urticarial wheals appeared in several places. With- 
in three minutes, his eyes began to water and his 
nose began to discharge a thin secretion. He com- 
plained of obstruction of the nasal passaces. An 
asthmatic attack supervened while we were prepar- 
ing adrenalin, and the patient felt as if he were go- 
ing to die. The administration of 5/10 cc. of adren- 
alin chloride solution 1:1000, ten minutes after the 
onset of the attack, brought about amelioration of 
symptoms, and in ten minutes the patient felt quite 
well. This was the first attack that this patient 
had suffered. He is a known hay fever sufferer. 

PauL H. Durr, M.D. 

137 Main Street, 

Peabody, Mass. 





ARTICLES ACCEPTED BY THE AMERICAN MED- 
ICAL ASSOCIATION COUNCIL ON PHARMACY 
AND CHEMISTRY 


535 North Dearborn Street, Chicago, IIl., 
November 3, 1936. 


Managing Editor, 
The New England Journal of Medicine, 
In addition to the articles enumerated in our let- 





Calco Chemical Co., Ine. 
Tetrachlorethylene—Calco 
Tetrachlorethylene—Calco, 1 cc. 
Hixson Laboratories, Inc. 
Diphtheria Toxoid-Alum Precipifated (Refined) 
International Vitamin Corporation 
I. V. C. Halibut Liver Oil Plain 
Eli Lilly & Co. 
Parathyroid Extract—Lilly, 1 cc. ampule 
McNeil Laboratories, Inc. 
McNeil’s Emulsion of Castor Oil 
Ohio Chemical & Manufacturing Co. 
Ohio Carbon Tetrachloride Compound 
Sharp & Dohme, Inc. 
Wax Ampoules Silver Nitrate Solution 1 per cent 
Diphtheria Antitoxin, Bovine—Mulford 
E. R. Squibb & Sons 
Thromboplastin Local — Squibb, Dental Package, 
six 4 cc. vials 
Wallace & Tiernan Products, Inc. 
Azochloramid Solution in Triacetin 1:125 
Yours sincerely, 
PauL NIcHOLAS LEEcH, Secretary. 


<i 
<— 


RECENT DEATHS 





WOODBURY—CHaARLES E. Woopsury, M.D., died in 
Roslindale, October 31, 1936, after a long illness. He 
was born in Acworth, New Hampshire, in 1845. He 
was a graduate of Dartmouth College, and of the 
New York Medical College with the class of 1874. 

For several years Dr. Woodbury was port physi- 
cian for Boston and later was a member of the staffs 
of McLean, Bellevue, Foxboro and Rhode Island 
State hospitals. At one time he was an inspector 
of the Massachusetts hospitals for lunacy and 
charity. 

Dr. Woodbury: was a member of the Rhode Island 
State Medical Society and the American Medical As- 
sociation. 

His daughters, Mrs. W. G. Kinnear of Roslindale, 
Mrs. Charles §. Ricker, and Mrs. George S. Sander- 
son, survive him, as does a sister, Miss Nellie L. 
Woodbury. 





SHANNAHAN—RICHARD JOSEPH SHANNAHAN, M.D., 
police surgeon of Worcester, Massachusetts, died at 
his home, 839 Main Street, October 31, 1936. Dr. ; 
Shannahan was born in Worcester in 1879, the son 
of the late Richard and Margaret (Sullivan) Shan- 
nahan. He was educated in the public schools of 
his native city, and, after graduating from Holy Cross 
in 1899, entered the College of Physicians and Sur- 
geons of New York City graduating therefrom in 
1903. 
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His internship was served at St. Vincent Hospi- 
tal. Soon afterwards an appointment as junior sur- 
geon at the New York State Hospital at Central 
Islip, Long Island, was accepted. Subsequently he 
served as physician in charge of employees working 
on the first tunnel under East River. With the com- 
pletion of this work, Dr. Shannahan was appointed 
police surgeon for the city of Worcester serving in 
this position continuously until his death. During 
these years he was of great assistance in dealing 
with the prosecution of criminals in association with 
the District Attorney and was regarded as an out- 
standing practitioner in the care of emergency cases. 

Dr. Shannahan was a Fellow of the Massachu- 
setts Medical Society and the American Medical As- 
sociation, a member of the Knights of Columbus, the 
Foresters, and St. Paul’s Church, Worcester. 

His widow, Mrs. Katherine (Ryder) Shannahan; 
two daughters, Madeline R. and Virginia, and two 
brothers, Edward A. and James F. Shannahan, both 
ot Worcester, survive him. 

LEAHY—Dr. JAmeS PercivaAL LEAHY, of Cottage 
Street, New Bedford, died at his home, October 31, 
1936. 

Dr. Leahy was born in Taunton, 
and, after concluding his medical studies, practiced 
in Brockton and Middleboro before settling in New 
Bedford. 

He is survived by his widow, Mrs. Margaret T. 
(Kane) Leahy; a daughter, Faith Louise; two sons, 
William M. and James K. Leahy, and two sisters, 
Mrs. Alice Emery, of Allentown, Pennsylvania, and 
Woonsocket, Rhode 


Massachusetts, 





Mrs. Ambrose Kennedy, of 
Island. 
NOTICES 





MEDICAL CLINIC AT THE PETER BENT 
BRIGHAM HOSPITAL 


At 3:30 p. m. on Thursday, November 19, in the 
Amphitheater of the Peter Bent Brigham Hospital, 
Dr. Robert T. Monroe, Associate in Medicine, Har- 
vard Medical School and Physician, Peter Bent Brig- 
ham Hospital, will give a medical clinic. To it are 
cordially invited practitioners and medical students. 





MASSACHUSETTS MEMORIAL HOSPITALS 


There will be a luncheon meeting of the Surgical 
Section in the Aid Association Room, ground floor, 
Talbot Memorial, 82 East Concord Street, Boston, or 
Friday, November 13, 1936, at 12 noon. 

Surgical deaths during the month of September 
will be discussed. 

Mito C. GREEN, M.D., Secretary. 


REMOVALS 


CHRISTOPHER J. DuNcAN, M.D.; Joun C. FAHERTY, 
M.D.;: Joun P. Treanor, Jr., M.D., and Roy J. HEF- 


FERNAN, M.D., announce the removal of their offices 





on November 1 to 1101 Beacon Street. Telephone, 


Longwood 8144. 
JOHN B. Sears, M.D., announces the removal of his 
office from 475 Commonwealth Avenue, Boston, to 


416 Marlborough Street, Boston. Telephone, Ken- 
more 1233. 
—_—_———— 


REPORTS AND NOTICES 
OF MEETINGS 


HAMPDEN DISTRICT MEDICAL SOCIETY 





The regular Fall Meeting of the Hampden Dis- 
trict Medical Society was held Tuesday, October 
20, at the Springfield Academy of Medicine, Spring- 
field. The President, Dr. P. E. Gear, presided and 
about 100 members were present. 

After a brief business session and reading of two 
or three communications and reports, the Society 
listened to a paper by Dr. John B. Hawes, 2nd, of 
Boston, on the subject of “Dangerous Dusts.” 

According to Dr. Hawes, numerous medical rackets 
flourished by virtue of the ignorance of workmen, 
and the public, abetted by 
Those dusts which are really 
potentially dangerous are practically confined to 
those containing silicon in some form and their 
effects have been proved to be of a chemical nature, 
the silicon combining with the body fluids after in- 
halation to produce a poisonous irritant which in- 
duces excessive fibrosis. 

Silicates, with the exception of asbestos, 
harmless. All organic dusts are practically harm- 
less. Among the nonsilicon containing dusts is soft 
coal, and the mortality of soft coal miners is low 
except where the coal is embedded in hard rock. 
Slate and marble workers acquire pneumokoniosis 
but not silicosis. Granite and sand, both contain- 
ing large amounts of silicon, are especially danger- 
ous to workers. The size and density of the dust 
particles, and the duration of exposure, are impor- 
tant factors. It is the smaller particles which can 
be inhaled into the smaller air passages, which are 
dangerous. Individual susceptibility plays a part. 

In the diagnosis of silicosis the clinical history 
and findings are fully as important as the x-ray 
films. Among symptoms, dyspnea comes first; later, 
cough, sputum and weakness. Seventy to eighty per 
cent of silicotics die of tuberculosis, there being a 
very direct connection. 

The literature of asbestosis dates back only a few 
years. The condition develops rapidly and is ex- 
tremely incapacitating. In these patients limitation 
of chest expansion is an early sign. 

A very interesting set of x-ray films was demon- 
strated by Dr. Hawes. 

Following a brief discussion and questions, 
speaker was given a rising vote of thanks. 

Dr. Knowlton then announced a meeting of the 
Medical Society of the Four Western Counties 
scheduled for November 4, at 3 p. m., in Pittsfield, 
with clinics at two hospitals and papers by three 
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well-known men. Dr. Schadt requested better at- 
tendance at the Postgraduate Course of the District 
Society. 

ANDREW PETERS, M.D., Reporter. 





SOUTH EASTERN MASSACHUSETTS ASSOCIA- 
TION OF BOARDS OF HEALTH 


At the meeting of the South Eastern Massachu- 
setts Association of Boards of Health, in Hyannis 
on Wednesday, October 28, the presiding officer was 
Richard P. MacKnight, M.D., State District Health 
Officer. 

Following routine business, the secretary, Mr. 
George F. Crocker, Jr., of Marston’s Mills, outlined 
the establishment of the new Barnstable County 
iood laboratory, which is under his direction. Oc- 
cupying quarters in the old county court house in 
Barnstable, it has been outfitted and is now at work 
making analyses of milk and water. The Cape Cod 
Health Bureau contributed from its reserve fund to- 
ward the equipment. 

Dr. H. P. Goff, secretary of the organization last- 
named, announced that his staff had been increased 
by the addition of a nurse and nutritionist, Miss 
Katherine Leamy, who outlined the up-to-date rela- 
tionships of public health and nutrition nurses and 
the people. She plans to work, not only with boards 
of health, but with welfare agencies, through them 
coming into direct contact with families. In the 
school work she will not only cooperate with the 
regular school nurses, but will help in preparing 
cafeteria menus for the school luncheons. Another 
contact will be with the nursery schools, whereby a 
considerable amount of preventive work may be ac- 
complished. In addition, if it is desired, help will be 
afforded to those among the lay organizations in- 
terested in health. 

The guest speaker of the afternoon was Dr. B. 
Barrett Gilman of the State Department of Public 
Health, who discussed recent studies in connection 
with the control of scarlet fever, with some general 
consideration of undulant fever. His address was in 
terms readily understandable by nonmedical health 
workers. In scarlet fever, the speaker noted that 
the cause is known, a streptococcus, and that there 
is available the Dick test. With reference to this, 
there are the figures, that out of 28,000 giving nega- 
tive reaction, only 8 developed scarlet fever, while 
of 18,00€ positives there were 356 cases. 

In a general view of the combat against scarlet 
fever, Dr. Gilman feels that, while it is possible to 
a reasonable extent to determine the nonsusceptible, 
still on the whole there are such uncertainties, that 
it seems better to inject toxin into all children. It 
can be used, it is used today, but is quite hard to 
have the plan accepted. Few doctors make use of 
it, and the parents are not yet favorable. It is un- 
der close study and probably in about a year it may 
be practical to make some definite report. 

One matter which Dr. Gilman discussed somewhat 
at length was that of quarantine for scarlet fever, 
which varies in different localities; for example, 





some places require six weeks, while others, and 
Barnstable County is among them, have only three. 
Milk infection seems to be one of the prominent 
methods of distribution, but this is very difficult to 
control, save through pasteurization. Closing the 
schools is deemed by health authorities to be of lit- 
tle avail toward prevention. 

Turning to undulant fever, Dr. Gilman said that 
it is not a real public health problem today. It is a 
cattle disease, noticeable in pigs and cows, and com- 
ing to man through contact or by the milk of the 
cow. The mortality is low, but the effects among 
those who have had it are severe, and lasting. In 
1934 there were 15 known cases in Massachusetts 
and in 19386 the number was 46, the rise being due 
to a better knowledge of its symptoms by physicians 
—and consequently a wider recognition of it. All 
cases in Massachusetts have been traced to raw 
milk, and prevention may be secured by pasteuriza- 
tion. Meanwhile the Bureau of Animal Industry 
has been active in trying to interest the farmer. The 
difficulties are that general vaccination of cattle is 
not practicable. 

At the invitation of the town authorities, the Jan- 
uary meeting of the Association will convene in 
Dartmouth. 





NEW ENGLAND OBSTETRICAL AND GYNECO- 
LOGICAL SOCIETY 


December 2, 1936 has been selected by the New 
England Obstetrical and Gynecological Society for 
its eightieth annual meeting. 

The headquarters will be at the University Club 
in Boston, Massachusetts, and the program of clinics 
will be announced at a later date. 





HARVARD MEDICAL SOCIETY 


The next meeting of the Harvard Medical Society 
will be held in the Peter Bent Brigham Hospital 
Amphitheater (Shattuck Street Entrance), Tuesday 
evening, November 24, at 8:15 p. m. 


PROGRAM 
Presentation of Cases. 


Studies of Renal Physiology. By D. D. Van Slyke, 
The Hospital of the Rockefeller Institute for Medi- 
cal Research. 

Professor A. Baird Hastings will preside. 

Medical students and physicians are cordially in- 
vited to attend. 

MARSHALL N. Futon, M.D., Secretary. 





NEW ENGLAND OPHTHALMOLOGICAL SOCIETY 


The three hundredth and twelfth meeting of the 
New England Ophthalmological Society will be held 
on Tuesday, November 17, 1936, at 8 p. m., at the 
Massachusetts Eye and Ear Infirmary, 243 Charles 
Street, Boston. 

Members of the New England Ophthalmological 
Society are invited to attend the clinical program, 
morning and afternoon, of the Massachusetts Eye 
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and Ear Alumni Meeting, Wednesday, November 18, 
at the Infirmary. 

December 15, 1936, at 4:30 p. m., is 
chosen to resume the monthly Clinico-Pathological 
Conferences. These conferences are to be held there- 
after on the afternoons of the New England Ophthal- 
mological Society meetings. All members of the So- 
ciety are invited to attend. Dr. Benjamin Sachs 
has temporarily assumed the responsibility for these 
will be shown, and 


the time 


meetings. Interesting cases 


pathologic material demonstrated. 


PROGRAM 
8 p. m. 
“The Results of Lens Removal in High Myopia.” 
Dr. Edwin B. Dunphy. 
Cataract Extraction—Colored Motion Picture. 
William P. Beetham. 
Paper: Orthoptic Training. 
Hardy, New York City. 


Dr. 


Dr. Le Grand H. 





THE NEW ENGLAND ROENTGEN RAY SOCIETY 


The next meeting of the New England Roentgen 
Ray Society will be held at the Boston Medical Li- 
brary on Friday, November 20, at 8:15 p. m. 


PROGRAM 

Tracheobronchial Tuberculosis 

Dr. Donald S. King. 

X-Ray Diagnosis of Early Pulmonary Tuberculo- 
sis. Dr. Hugh F. Hare. 

Correlation Between Blood and X-Ray Studies in 
Determining Activity of Pulmonary Tuberculosis. 
Dr. Lowrey F. Davenport. 

X-Ray Problems in Surgery of Pulmonary Tuber- 
Dr. Harlan F. Newton. 

E. C. Voet, M.D., Secretary. 

300 Longwood Avenue, Boston, Mass. 


and Atelectasis. 


culosis. 





NEW ENGLAND PHYSICAL THERAPY SOCIETY 


The regular meeting of the New England Physical 
Therapy Society will be held at the Hotel Victoria, 
271 Dartmouth Street, Boston, on Wednesday eve- 
ning, November 18 at 8 p. m. 

The Council will meet at 6 p. m. A Round Tabie 
Dinner at 6:30 p. m. will precede the program. 


PROGRAM 


The Physics of Atmosphere with Respect to the 
Human Body: 

(a) Effects of Temperature, (b) Effects of Mois- 
ture, (c) Effects of Pressure. Leslie Lyle Campbell, 
Ph.D., Cambridge, Mass. Professor of Physics, Sim- 
mons College. 

Treatment of Peripheral Vascular Disease with 
Slides. Eugene E. O’Neil, M.D., Boston, Mass. Visit- 
ing Surgeon, Boston City Hospital. 

General Discussion. 

All members of the medical profession are cordial- 
ly invited to attend. 

Witui1AM D. McFeEr, M.D., Secretary. 

41 Bay State Road, Boston, Mass. 





SOCIETY MEETINGS, CONGRESSES 
AND CONFERENCES 


CALENDAR OF BOSTON DiSTRICT FOR THE WEEK 
BEGINNING MONDAY, NOVEMBER 16, 1936 
Monday, November 16— 


*§ p. m A Medical Historical 
Medical Library, 8 Fenway. 






Pageant. Boston 






Tuesday, November 17— 








*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Prognosis in Tuberculosis. Dr. 
Samue! J. King. 

9:30 a.m. Massachusetts General Hospital. Thoracic 
Clinic—Ether Dome. 

*12m. South End Medical Club. Headquarters of the 
Boston Tuberculosis Association, 554 Columbus 
Avenue, Boston. 

8 p. m. New England Ophthalmological Society. 






Massachusetts Eye and Ear Infirmary. 
Wednesday, November 18— 

Morning and afternoon. Massachusetts Eye and Ear 
Alumni Meeting, clinical program, at the Infirm- 
ary. 

8 a. m. Massachusetts General 
Rounds, Orthopedic Department. 

*9 a. m.-10 a. m._ Boston Dispensary, 25 Bennet 

Street, Boston. Hospital Case Presentation. Dr. 
S. J. Thannhavser. 

m. Clinico-Pathological 
Hospital Amphitheater. 
4p. m.-5 p. m. Surgical Pathological Conference, 

Dr. Cutler and Dr. Wolbach, Peter Bent Brigham 

Hospital. 

*8 p. m. New England Physical Therapy Society. 

Hotel Victoria, 271 Dartmouth Street, Boston. 








Hospital. Grand 







t12 Conference. Children’s 






Thursday, November 19— 

*8:30 - 9:30 a. m. Exchange visit, Surgical and Ortho- 
pedic Staffs of the Peter Bent Brigham and the 
Children’s Hospitals, held this week at the Peter 
Bent Brigham Hospital. 

J a. m. Massachusetts General Hospital. 
Grand Rounds—Amphitheater. 

*9 a. m.-10 a. m._ Boston Dispensary, 25 Bennet 
Street, Boston. Social Service Case Presentation. 
Miss E. C. Canterbury. 









Surgical 







9:15 a. m. Massachusetts General Hospital. Neuro- 
logical Conference—Ether Dome. 
12 m. Massachusetts General Hospital. Clinico- 





Pathological Conference. 
*3:30 p. m. Medical Clinic, Peter Bent Brigham Hos- 
pital. Dr. Robert T. Monroe. 


Friday, November 20— 









*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Psychopathology and Society. 
Professor Elton Mayo. 

10 a. m. Massachusetts General Hospital. Fracture 
Rounds. 

8:15 p. m. New England Roentgen Ray Society. 





Boston Medical Library, 8 Fenway. 





Saturday, November 21— 






*9 a. m.-10 a. m. Boston Dispensary, 25 Bennet 
Street, Boston. Hospital Case Presentation. Dr. 
S. J. Thannhauser. 

*10 a. m.-12 m._ Staff Rounds at the Peter Bent 





Brigham Hospital. 
Christian. 


Conducted by Dr. Henry A. 





*Open to the medical profession. 
tOpen to Fellows of the Massachusetts Medical Society. 












November 12—Trudeau Society. 
See page 856, issue of October 29. 


(Postponed Meeting.) 







November 12—Pentucket Association of Physicians. Ho- 
tel Bartlett, 95 Main Street, Haverhill, at 8:30 p. m. 
November 12—Conference of Clinical Pathology, the 





Boston City Hospital. See page 896, issue of November 5. 

November 13—Massachusetts Memorial Hospitals, Lun- 
cheon Meeting of Surgical Section. See page 948. 

November 16—One hundredth anniversary of the found- 
ing of the Army Medical Library, 7th Street and Inde- 
pendence Avenue, S. W., Washington, D. C. 

November 16—A Medical Historical Pageant at the 
Boston Medical Library, 8 Fenway, at 8 p. m. 

November 17—South End Medical Club, 12 noon, at the 
headquarters of the Boston Tuberculosis Association, 554 
Columbus Avenue, Boston. 

November 17—New England Ophthalmological Society. 
See page 949. 

November 17-20—Southern Medical 
page 803, issue of October 22. 











Association. See 
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November 18—New England Physical Therapy Society. 
See page 956. 

November 18—Massachusetts Eye and Ear Alumni 
Meeting, clinical program, morning and afternoon, at the 
Infirmary. See page 949. 

November 19—Medical Clinic, Peter Bent Brigham Hos- 
pital. See page 948. 

November 20—New England Roentgen Ray Society. See 
page 950. 

November 24—Harvard Medical Society. See page 949. 

November 24—Massachusetts Society for Mental Hy- 
giene. See page 803, issue of October 22. 

December 2—New England Obstetrical and Gynecologi- 
cal Society. See page 949. 

December 3-5—Annual Conference of the National Soci- 
ety for the Prevention of Blindness, Columbus, Ohio. 

December 11—William Harvey Society. Auditorium, 
Beth Israel Hospital, Boston, 8 p. m. 

December 15—Massachusetts Eye and Ear Infirmary, 
Monthly Clinico-Pathological Conference. See page 949. 

March 30 - April 2, 1937—First International Conference 
on Fever Therapy. Postponement notice. See page 52, 
issue of July 2. 

April 21-24, 1937—American Society for Experimental 
Pathology. See page 1075, issue of May 21. 


DISTRICT MEDICAL SOCIETIES 


FRANKLIN DISTRICT MEDICAL SOCIETY 
Will meet at the Weldon in Greenfield at 11 a. m. the 
second Tuesdays of January, March and May. 
CHARLES MOLINE, M.D., Secretary. 
Sunderland. 
MIDDLESEX EAST DISTRICT MEDICAL SOCIETY 
November 18—Bear Hill Golf Club, Stoneham. 
January 13, 1937—Bear Hill Golf Club, Stoneham. 
March 16, 1937—Danvers State Hospital, Danvers. 
May 11, 1937—Bear Hill Golf Club, Stoneham. 
KENNETH L. MACLACHLAN, M.D., Secretary. 
1 Bellevue Avenue, Melrose. 


NORFOLK DISTRICT MEDICAL SOCIETY 

November 24—8:15 p. m. The Beth Israel Haspital. 
Communications and Case Presentations by the Staff. 
Principal subject—Cardiology. Details of program to be 
announced. 

January 19, 1937—S8:15 p. m. The Peter Bent Brigham 
Hospital. Communications and Case Presentations by the 
Staff. Suggested title—‘‘Abdominal Pain from the Medi- 
cal and Surgical Standpoint.’’ Details of program to be 
announced. 

February 23, 1937—Time, place and details of program 
to be announced. 

March 30, 1937—8:15 p. m. New England Deaconess 
Hospital. A Symposium on Diabetes entitied “A Survey 
of the Diabetic Work of the George F. Baker Clinic 
in the New England Deaconess Hospital.’’ Communic”. 
tions and Case Presentations by the Staff. Drs. Elliott P. 
Joslin, Howard F. Root, Priscilla White, Alexander Marble 
and Allen P. Joslin. 


May, 1937—Annual Meeting. Details to be announced. 

Note: The Censors will meet for the examination of 
candidates on the first Thursday of May, 1937. Fee of 
$10.00 is payable at the time of examination. Application 
blanks may be obtained by writing the Secretary, fur- 
nishing name, address and name of school of graduation 
in medicine. Application must be made at least three 
weeks prior to date of examination. Candidates whose 
applications are on file will receive proper notices. 


FRANK S. CRUICKSHANK, M.D., Secretary. 
1247 Beacon Street, Brookline. 


PLYMOUTH DISTRICT MEDICAL SOCIETY 
November 19—6 p. m. Goddard Hospital. 
January 21, 1937—11 a. m. Bridgewater State Farm. 
March 18, 1937—11 a. m. Brockton Hospital. 


ig 15, 1937—Annval Meetirg. 11 a.m. Ducy Hos- 
pital. 


May 20, 1937—11 a. m. Lakeville State Sanatorium. 


FRED F. WEINER, M.D., Secretary. 
231 Main Street, Brockton. 


SUFFOLK DISTRICT MEDICAL SOCIETY 


November 18, 1936—Boston Medical Library. 8:15 p. m. 
“Hydrocarbons and Cancer.’’ Dr. M. J. Shear—vU. S. 


P. H. Service. “Cancer Research. Recent Advances in 
Our Knowledge of Cancer.’’ Dr. J. C. Aub. Discussion: 
Dr. J. W. Schereschewsky, U. S. P. H. Service, and Dr. 
Rk. B. Greenough. 


January 27, 1937—Boston Medical Library. 8:15 p. m. 
Joint Meeting with the Boston Medical Library. ‘‘Anthro- 
pology.’’ Dr. Carleton S. Coon. 





March 31, 1937—Boston Medical Library. 8:15 p. m. 
“Social Insurance—It Affects the Medical Profession.” 
Dr. Charles E. Mongan. Discussion: Dr. Channing Froth- 
ingham. 

April 28, 1937—Annual Meeting. Boston Medical Library. 
8:15 p. m. “Problems in Surgical Diagnosis.’’ Dr. How- 
ard M. Clute. 

CONRAD WESSELHOEFT, M.D., President, 
CHARLES C. LUND, M.D., Secretary. 


WORCESTER DISTRICT MEDICAL SOCIETY 


November 18. Note change of date. See page 898, issue 
of November 5. 

December 9—St. Vincent Hospital, Worcester, Mass. 
6:15 p. m.: Dinner—complimentary by the hospital. 7:30 
p. m.: Business session and scientific program. 

January 13, 1937—Worcester City Hospital, Worcester, 
Mass. 6:15 - m.: Dinner—complimentary by the hospital. 
7:30 p. m usiness session and scientific program. 

gi | 10, 1937—-Worcester State Hospital, Worcester, 
Mass. 6:1 . m.: Dinner—complimentary by the hospital. 
7:30 p. m.: Business session and scientific program. 

March 10, 1937—The Memorial Hospital, Worcester, 
Mass. 6:15 p. m.: Dinner—complimentary by the hospital. 
7:30 p. m.: Business session and scientific program. 

April 14, 1937—Worcester Hahnemann Hospital, Worces- 
ter, Mass. 6:15 p. m.: Dinner—complimentary by the 
hospital. 7:30 p. m.: Business session and scientific pro- 
gram. 

May 6, 1937—At 4:30 in the rooms of the Worcester 
Medical Library, Inc., at 34 Elm Street, Worcester, will 
be held the spring meeting of the Board of Censors. 

Wednesday Afternoon and Evening, May 12, 1937—An- 
nual Meeting. Time and place for this meeting will be 
announced in an early spring issue of the Journal. 


ERWIN C. MILLER, M.D., Secretary. 
27 Elm Street, Worcester. 
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BOOKS RECEIVED FOR REVIEW 





To Raise These Halt. Fred Rothermell. 350 pp. 
New York: Lee Furman, Inc. $2.50. 

Dr. Colwell’s Daily Log for Physicians. A Brief, 
Simple, Accurate Financial Record for the Physi- 
cians’s Desk. Champaign: Colwell Publishing Com- 
pany. $6.00. 

Principles of Biochemistry. Albert P. Mathews. 
512 pp. Baltimore: William Wood & Company. 
$4.50. 

The Legal Aspects of Milk Control. James A. 
Tobey. 102 pp. Chicago: International Association 
of Milk Dealers. 

A Textbook of Surgery. John Homans. 1267 pp. 
Fourth Edition. Springfield and Baltimore: Charles 
C Thomas. $8.00. 

Remington’s Practice of Pharmacy. <A Treatise 
Intended for the Use of Pharmacists and Physicians 
and as a Textbook for Students. E. Fullerton Cook 
and Charles H. LaWall. Eighth Edition. 2162 pp. 
Philadelphia and London: J. B. Lippincott Company. 
$10.00. 

Psychiatry for Practitioners. Oxford Medical Pub- 
lications. By Various Authors. Edited by Henry A. 
Christian. 646 pp. New York: Oxford University 
Press. $6.50. 

A Textbook of Bacteriology and Its Applications. 
Curtis M. Hilliard. Revised Edition. 339 pp. Bos- 
ton: Ginn & Company. $3.50. 

International Health Division. Annual Report, 1935. 
286 pp. New York: The Rockefeller Foundation. 

A Dissertation on the Sensible and Irritable Parts 
of Animals. Albrecht von Haller. 49 pp. Baltimore: 
The Johns Hopkins Press. $1.00. 

Snow on Cholera. John Snow. 191 pp. New 
York: The Commonwealth Fund. $2.50. 
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BOOK REVIEWS 


Neurological Surgery. Loyal Davis. 429 pp. Phila- 
delphia. Lea & Febiger. $6.00. 

As stated in the preface, Dr. Davis has written 
this book primarily for the practitioner of medicine, 
that he may give his patients sound and up-to-date 
advice. Nevertheless, it contains much interesting 
material for the neurological surgeon and a great 
deal that will be of value to the general surgeon 
when he is called upon to treat a case that for one 
reason or another cannot be seen by a trained neu- 
rological surgeon. Many neurosurgical emergencies 
are cared for by the general surgeon or the general 
practitioner until such time as the services of a man 
trained in this field can be obtained. Many errors 
have been and are being made during the first few 
hours or minutes. Indiscriminate use of morphine, 
unwarranted x-ray examination, careless suture of 
wounds under general anesthesia, unwise use of the 
lumbar puncture needle in cases of tumor or ab- 
scess and many other pitfalls could be avoided 
were the facts contained in this book more gener- 
ally known. 

Dr. Davis makes no claim that this book is a text- 
book of neurological surgery for the surgeon prac- 
ticing that specialty, but there are many points that 
may well be taken to heart by the specialist. There 
is valueble information between these covers con- 
cerning prognosis, and the reviewer only wishes that 
these facts had been brought together more definite- 
ly. It would be of great advantage to the practition- 
er could he turn to a definite section and find there 
the prognosis of the lesion with which he had to 
deal. 

The book is well written, well illustrated and 
readable. It should have a wide circulation among 
progressive members of the medical profession. 


Why Bring That Up? A Guide to and from Seasick- 
ness. J. F. Montague. 130 pp. New York: Home 
Health Library. 


In spite of the title of this book and the rather 
flamboyant style in which it is published, the volume 
contains much valuable advice. The author’s sug- 
gestions for prevention of seasickness are worthy of 
notice. In addition to the usual preliminary prepara- 
tions for a voyage with a day of rest, if possible, 
just before sailing, Dr. Montague advises the use of a 
belladonna plaster on the abdomen, one grain of 
sodium pentobarbital an hour before going on the 
boat, the avoidance of your cabin for the first few 
hours, with a walk on deck, and the use of smoked 
glasses if the sun is bright, three grains of sodium 
nitrite one hour after leaving and a second capsule 
of sodium pentobarbital an hour later, with a third 
just before retiring. He strongly suggests the value 
of emptying the lower colon and rectum by enema 
on the day of departure. This procedure, he be- 


lieves, will avoid many cases of seasickness. If an 
attack of seasickness should occur, he gives the fol- 





lowing directions: Start giving the patient a three- 
grain capsule of sodium nitrite every four hours for 
three doses; one-half hour later, a capsule contain- 
ing one and a half grains of sodium pentobarbital; 
to be repeated in three hours. 

There is so much of interest in this book other 
than the actual prescriptions for prevention or 
treatment of seasickness that the little volume can 
be recommended to the medical profession. In many 
places it is amusingly written and the illustrations 
add to the pleasure of reading it. 

Mental Nursing (Simplified). O. P. Napier .Pearn. 

Second Edition. 328 pp. Baltimore: William Wood 

& Company. 


At the time of the publication of the first edition 
of this book, in 1931, it was pointed out that it was 
a valuable aid to nurses who specialize in the care 
of patients with mental disease. Its value, how- 
ever, was somewhat restricted to nurses in training 
in Great Britain, there being many minor differences 
between hospital procedure in Great Britain and in 
the United States. The book, however, was recom- 
mended, in spite of its somewhat local character, on 
account of the careful way in which anatomy, phys- 
iology, hygiene and general nursing were described. 
In the second edition the author has added many 
facts and has made minor alterations and improve- 
ments in the text. The book, so useful to nurses in 
Great Britain, should also be of value in this coun- 
try. Not a few physicians, moreover, by reading it 
could add to their stock of knowledge. 





Symptoms and Signs in Clinical Medicine. E. Noble 
Chamberlain. With a chapter on the Examina- 
tion of Sick Children by Norman B. Capon. 424 
pp. Baltimore: William Wood & Company. $8.00. 


This volume by an English author, with a special 
chapter on the examination of sick children, offers 
no departure from the usual treatise on physical 
diagnosis. Neither in arrangement, illustrations nor 
subject matter does it replace other small volumes 
on this subject. There are a number of illustra- 
tions in color which to the mind of the reviewer are 
anything but an addition, since the color reproduction 
is so poor. The format and diction are excellent 
and the usual diagrams are clear and instructive. 
Section of Primate Physiology, Laboratory of 

Physiology, Yale University School of Medicine. 

Collected Papers, July 1, 1935-June 30, 1936, Vol- 

ume III. New Haven, Connecticut. 


The previous volumes of the Collected Papers of 
the Yale Laboratory of Physiology have already 
been noticed. This volume contains thirty more 
papers, published in 1935 and 1936. The high stand- 
ard set by this laboratory has previously been com- 
mented upon and the convenient form in which 
these reprints are gathered together, with a table 
of contents, will be appreciated by physiologic 
laboratories throughout the world, 
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